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Diseases of the Breast by Dr. C. D. Haagensen 

A storehouse of valuable information from an emi- nosis, Fibrous Disease, Mammary Duct Ectasia, Ade- 

nent authority on diagnosis and treatment of: Cancer nofibroma. Medical and surgical approaches are 

of the Breast, Benign Tumors, Cystic Disease, Ade- equally well-covered. A beautifully illustrated book. 
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Meschan—Roentgen 
Signs in Clinical 
Diagnosis 


Clearly and logically presents the funda- 
mentals of radiology rearranged on the 
basis of objective signs as you see them in 
roentgenographic examination. Leads you 
to effective and systematic thinking and 
analysis of roentgen signs prior to your 
formation of a definitive diagnosis. 2216 
illustrations. 

By Mescnax, M.A., M.D., Professor and 
Director of the Department of Radiology at the Bow- 


man Gray School of Me ne of Wake Forest College. 
Norh Carolina, With the Assistance 


Winstons 
of Fannen-Mescuas, M.D., M.B.. B.S. 
1058 pages, 6!.” x 10”, with 2216 illustrations on 700 


figures. £20.00. 


Wolff— 
Electrocardiography 


Tells how to evaluate and understand any 
ECGtracing without memorizing patterns. 
\ working manual of all prevailing theo- 
ries of cardiac electrophysiology inter- 
preted in terms of physical medicine. Tells 
in an easy, readable manner why the nor- 
mal electrocardiographic pattern looks 
like it does and why various cardiac dis- 
orders produce abnormal tracings. Devel- 
ops from a simple beginning to sufficient 
detail to interest the most experienced 
cardiologist. 

By Lovis Wourr, M.D., Visiting Physician, Consult- 
ant in Cardiology and Chief of the Electrocardiographic 
1 ratory, Beth Israel Hospital; Assistant Clinical Pro- 
fessor of Medicine, Harvard Medical School. 342 pages, 


with 199 illustrations. $7.00 
Second Edition! 


Sollmann—A Manual 
of Pharmacology 


All the valuable drugs in existence are 
evaluated and their uses explicitly de- 
tailed. Origin, history, absorption, fate 
and excretion, chemistry, action on vari- 
ous tissues, dosage and toxicity are here. 
Trade names as well as generic names can 
be located easily. Two different type sizes 
are used. The larger type summarizes the 
chief features of the drug. The smaller size 
contains a wealth of supplementary in- 
formation. 


By Tonatp Sottmans, M.D., Professor Emeritus of 
Pharmacology and Materia Medica, School of Medicine. 
Western Reserve University, Cleveland, Ohio. 5 
pages, 7” x 10”. $20.00. Fighth Edition! 
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Widely Used by Ameriea’s 


Rushmer—Cardiac 
Diagnosis 


Tells you how to: Understand the mecha- 
nisms by which disease processes produce 
various cardiae signs and symptoms — Re- 
late basic principles to clinical diagnosis 
Make best use of the newer concepts and 
methods in your own diagnosis of heart 
disorders Be on the alert for pitfalls in 
differential diagnosis of various cardiac 
disease entities. Diagnostic techniques and 
their application to clinical problems 
make up almost 74 of the book. 

By Rosext F. Resumen, M.D., Professor of Physi- 
ology and Biophysics, Lniversity of Washington Medical 


School. 447 pages, 64.” x 10”, with 239 illustrations. 
$11.50, 


Nadas—Pediatric 
Cardiology 


Covers the entire field of heart disease in 
children. Differentiates cardiac diagnosis 
and treatment in children as distinct from 
adults—emphasizing office management. 
Tells how far you can go with normal 
clinical tools, what to expect from them, 
and when to turn to others for outside 
help. Such diagnostic tools as cardiac 
catheterization, angiocardiography and 
phonocardiography are considered. Differ- 
ential diagnosis of murmurs is well cov- 
ered. 

By Acexanpen Navas, M.D... F.A.A.P., Assistant 
Clinical Professor of Pediatrics, Harvard Medical 
School, Cardiologist, The Children’s Hospital; Physi- 


cian, Sharon Cardiovascular Unit, Children’s Medical 


Center, Boston. 587 pages, 6” x 9',”, 343 illustrations. 


$12.00, 


—Differential 
Diagnosis 
A great help in solving involved diagnostic 
problems. 90 puzzling cases of internal 
medicine diagnosed at Johns Hopkins 
clinical-pathological conferences. Shows 
you how the clinical evidence was gath- 
ered, marshalled into sequence in order of 
importance and then interpreted. The final 
chapter presents a series of cases for your 

own analysis. 

By A. McGenee Harvey, M.D., Professor of Medi- 
cine and Head of the Department of Internal Medicine, 
The Johns Hopkins University School of Medicine: 
Vhysician-ir The Johns Hopkins Hespital; and 
James M.D., Director, Mary Imogene 
Bassett Hospital, Cooperstown, N. Y.; Clinical Profes- 


sor of Medicine, Columbia University and Albany Med- 
ical College. 665 pages, 64,” x 9%,”. $11.00. 


Haagensen— 
Diseases of the 
Breast 


Describes in meticulous detail the current 
methods of diagnosis and management the 
author is now using. Backed up by 40 
years accumulated data. Step-by-step treat- 
ment procedures fully explained. Radio- 
therapy and hormonal therapy evaluated 
and described. The proper technique of 
self-examination given. Nearly a thousand 
photographs and drawings. 

By C. DD. Haacenses, M.D, Prof 
Surgery, The College of Physicians 
lumbia University; Director of Surgers, The Franei- 


Delafield Hospital, Columbia Presbyterian Medical Cer 
6%)” x 95,”, 962 illustrations on 404 


essor of Clinical 


nd Surgeons, Co- 


ter, 751 pages, 
figures. $16.00 


Fluhmann— 
Menstrual Disorders 


Practical help in understanding and treat- 
ing your patient’s frustrating menstrual 
disorders. Incidence, 
signs, etiology, treatment and prognosi- 
are discussed for each disorder. Method- 
of management are given in detail and sur- 
gical indications are presented, Special 
emphasis is placed on the specific prob- 
lems of adolescence and the climacteric. 
Here is a well-rounded and solidly useful 
picture of the reproduction cycle in women. 


symptomatology. 


M.D... Clinical Pro- 
Stanford Univer 


By Frepenic 
fessor of Obstetrics and Gynecology, 
sity School of Medicine. 350 pages, 6” x 9”, with 121 
illustrations. $8.50 


Diggs—Morphology 
of Human Blood 
Cells 


A superbly illustrated guide to the char- 
acteristics of the many different types of 
human blood cells. Color plates, photo- 
micrographs and line drawings show you 
exactly how each cell appears. By repre- 
sentative selection the author shows typi- 
eal variations in size, shape and color of 
normal and abnormal cells. 

By L. W. Dices, M.D... M.A... Prof 
Medicine and Director of Medical Laboratories 
sity of Tennessee and City of Memphis Hospit 
sultant in Hematology, Armed Forces 
Pathology, Washington, 1D. With the assistance of 
Dorothy Sturm, Instructor, Memphi-. Academy of Aris; 
and Ann Bett, B. A., Instructor in Medicine, Univer- 
sity of Tennessee. 18% pages, 8” x 10°,”, with 169 color 
illustrations on 32 plates and 79 black and white 
illustrations, $12.00, 
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Practical Saunders Books 


Physicians and Surgeons 


Cecil and Conn—The 
Specialties in 
General Practice 


Written by 15 leading specialists, this book 
is a working guide to help the general 
practitioner diagnose and treat a large 
number of cases that call for semi-special- 
ized techniques. For each disorder you'll 
find a remarkable fund of helpful infor- 
mation on normal anatomy, physiology, 
differential diagnosis, treatment, compli- 
cations, pathologic physiology, dietary 
regimens, therapeutic exercises, etc. Cov- 
ers Minor Surgery. Urology, Gynecology. 
Pediatrics, Otology, Dermatology, Psychi- 
atry, etc. 

By 15 Leapinc Sreciavists. Edited by Russert 
Cecu., M.D., Professor of Clinical Medicine, Emeritus, 
Cornell University Medical College; and Howanp I 
Cons, M.D., Fellow, Department of Physiology, Baylor 
University College of Medicine and the Blue Bird 
Clinic, Methodist Hospital, Houston, Texas. 780 pages, 


7” x 10”, with 642 illustrations. $16.00 
Second Edition 


Dorland—lllustrated 
Medical Dictionary 


The standard of the medical world for 
more than half a century. Completely mod- 
ern and up-to-date, bringing you what you 
need in a modern dictionary—accurate 
and useful definitions in current use. De- 
fines all the words of medicine you want, 
in a highly legible type face. Additional 
features include tables of muscles, arteries 
and nerves—a 19 page table listing the 
drugs currently accepted by the American 
Medical Association—a 16 page table of 
vocabulary and linguistic principles, plus 
notes on the use of this dictionary. 


Under the editorial supervision of Lestme Brainenp 
Aney, Ph.D., Se.D., LL.D.; Burrows, Ph.D. ; 
J. P. M.D.; M. Hewrrr, A.M., 
M.D.; J. Atexanner, Ph.D.; Hannay C. Mes- 
sencer, M.D. 1598 pages, 644” x 10”, $12.50 

Twenty-third Edition! 


Wells—Clinical 
Pathology 


Slices through the bewildering array of 
available laboratory tests and enables you 
to quickly put your finger on the right 
diagnostic test at the right time. Tells you 
when laboratory tests may be useful in 
diagnosis; what the test findings may mean 
in terms of disease; possible inadequacies 
and sources of error in tests. Laboratory 
Methods describe the simplest readily 
available tests for making studies of blood, 
urine, feces, sputum, ete. Just enough 
theory and methodology are included to 
give proper meaning to procedures or de- 
fine their limitations. 

By Benjamin B. Weits, M.D., Ph.D., Director of 
Clinical Investigation, The Lynn Clinic, Detroit. Former 


Professor of Medicine and Chairman of the Department 
of Medicine, Creighton University School of Medicine, 


Omaha. 488 pages, 6” x 9',”, illustrated. $8.50 
Second Edition! 


Adler—Gifford's 
Ophthalmology 


The most useful working manual on man- 
agement of eye disorders that today’s non- 
specialist can find. Dr. Adler has eliminated 
all the rarer eye conditions of interest 
only to the ophthalmologist. Each step in 
examination of the eye is spelled out in 
unsurpassed detail. For all common oph- 
thalmologic conditions, diagnosis and 
differential diagnosis plus medical and 
surgical treatment are meticulously de- 
tailed. A chapter on Ocular Injuries will 
serve you well in first aid for eye emer- 
gencies. Viral and degenerative diseases 
are emphasized. 

By Francis Apter, M.D., William Nor- 
ris and George E. DeSchweinitz Professor of Ophthal 


mology, University of Pennsylvania Medical School; 
Consulting Surgeon, Wills Eye Hospital and Children’s 


Hospital of Philadelphia. 499 pages, 6” x 9',”, with 
F 
277 illustrations and 26 color plates. $8.00 


Sixth Edition! 


Beierwaltes,Johnson 
and Solari—Clinical 
Use of Radioisotopes 


Devoted to the practical use of radioiso- 
topes in clinical medicine. Not a book on 
physics. Tells indications for use of radic- 
active isotopes, how to prepare patient, 
how to handle patient after administration 
of isotopes. Control of hazards stressed. 
Gives steps in 1-2-3 order for technique of 
every common diagnostic and therapeutic 
use. 

By Wutiam H. Bemewarres, M.D., Associate Professor 
of Internal Medicine and Coordinator, Clinical Radio- 
isotope Unit, University Hospital Ann Arbor; 
Pumire C. Jouxsox, M.D., Assistant Professor of In- 
ternal Medicine and Chief, Radioisotope Lnit, Veterans 
Administration Hospital, University of Oklahoma Medi- 
cal School; and Artruur J. Soragt, B.S., MS. 
(Physics), Instructor in Radiation Physics, Department 
of Radiology; Radiation Physicist for Clinical Radio- 
isotope Unit and Kresge Research Isotope Unit, Uni- 


1 93,” 


versity Hospital, Ann Arbor. 456 pages, 65.” x A 
with 126 illustrations. $11.50. 


Zimmerman &Levine 
—Physiologic 
Principles of 
Surgery 


Tells just what physiologic and chemical 
alterations are caused by a particular dis- 
ease, congenital disorder or injury. Tells 
what effects anesthesia and a specific op- 
eration will have on a particular disorder 
or disease process. Tells exactly how to 
maintain an optimal internal environment 
in your patient —with explicit details on 
management of shock and of replacement 
therapy. 50 specialists contributed material. 
By 50 American Avutnontries. Edited by Leo M 
Zimmeaman, M.D., Professor and Head of the De- 
partment of Surgery, Chicago Medical School; and 
Racumie Levine, M.D., Director, Department of 
Metabolic and Endocrine Research, Medical Research 


Institute, Michael Reese Hospital. 988 pages. 6% 
9%”, with 184 illustrations. $15.00. 
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BOOKS FOR YOUR DAILY GUIDANCE 


Partipilo—Surgical Technique and 


Principles of Operative Surgery 
By A. V. PartiPiLo, M.D., F.A.CS. 
Clinical Professor of Surgery, The Stritch School of Medicine 
of Loyola University, Chicago, Illinois 
18 contributors. Here ate detailed surgical techniques of vir- 
tually every operative procedure you may have occasion to 
use—in general or in specialized surgery. The book abounds 
with original, step-by-step drawings that carry legends so 
clear and precise that nothing short of actual attendance in 
the operating room itself can give such lucid word and pic- 
ture guidance. Fully revised. 


New 6th Edition. 966 Pages, 7” x 10”. 
1235 Illustrations on 719 Figures, 4in Color. $20.00 


Bell—A Textbook of Pathology 


By E. T. Bett, M.D. 


Emeritus Professor of Pathology, University of Minnesota, 
Minneapolis 
Pathology is presented as a living science that explores the 
nature and causes of disease on which all successful practice 
of medicine is based. Numerous references part most 
discussions. ‘This book has no peer as a storehouse of prac- 
tical pathologic Medicine. 


8th Edition. 1028 Pages. 545 Illustrations 
and 5 Plates in Color. $14.50 


Ballenger and Ballenger— 
Diseases of the Nose, Throat and Ear 


By HowarD CHARLES BALLENGER, M.D., F.A.C.S. 
Professor Emeritus, Department of Otolaryngology, 
Northwestern University Medical School, Chicago 
and JOHN JACOB BALLENGER, B.S., M.S., M.D. 
Associate in the Department of Otolaryngology, 
Northwestern University Medical School, Chicago 
Otolaryngology is covered in full detail in this sound work. 
It has long been respected as a leading text and reference 
book because of its detailed presentation of anatomy, func- 
tions and treatment, both medical and surgical, of diseases 
of the nose, throat and ear. “We like it.’—J/. Michigan 
State Medical Society. 


10th Edition. 968 Pages. 550 Illustrations 
and 11 Plates in Color. $17.50 


MacNeal, Alpers, O’Brien—Manage- 
ment of Patient With Headache 


By Perry S. MACNEAL, M.D., F.A.C.P. 
BERNARD J. ALPERS, M.D., Sc.D. (Med.), F.A.C.P. 
and WILLIAM R. O’BrIEN, M.D., F.A.P.A. 

Jefferson Medical College and Pennsylvania 

Hospital, Philadelphia, Pa. 

In this book the authors provide a basic, clinical under- 
standing of headache and discuss causes, differential diag- 
nosis and treatment of migraine, allergic, histamine, tens:on, 
premenstrual, menopausal, hypertensive, and the several 
other types of headache. Medical, psychological and neuro- 
logical factors are considered fully. Emphasis is on treatment 
of the patient as well as of the headache itself. 


New. 145 Pages, 5Y4” x 734”. $3.50 


Seiverd—Hematology for 
Medical Technologists 


By CHARLES E, SEIVERD 
Chief Technologist, Doctor's Clinical Laboratory ; 
Director of Research, The Horizon Laboratories, 
Glendale, Arizona 

This book, written for medical technologists, presents a 
clear, concise explanation of all aspects of hematology. How 
to perform hematologic examinations and merits of the 
various procedures are detailed. This edition includes 
Coombs’ test and the test for L. E. cells. Useful to every 
office nurse. 


New 2nd Ed. 
on 76 Figs. and 13 Plates in Color. 


275 Pages, 5/4" x 734". 158 Illus. 
39 Tables. $5.75 


Soffer—Diseases of the 


Endocrine Glands 
By Louis J. Sorrer, M.D., F.A.C.P. 
Attending Physician and Head of 
Endocrinology, Mt. Sinai Hospital, New York 

This edition covers all clinical syndromes met in daily prac- 
tice—and their complete management. Every phrase of diag- 
nosis and treatment is taken up clearly. ‘Undoubtedly one 
of the very best textbooks of endocrinology. Highly recom- 
mended.” —Scope Weekly. 


2nd Edition. 1032 Pages. 
3 Plates in Color. 28 Tables. 


102 Illustrations and 
$16.50 
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Long-awaited new edition of a 
medical classic . 


Adams: PHYSICAL DIAGNOSIS 


First compilation and summar) 
of the subject... 


Publishers of Medical and Scientific Books and Periodicals 


14th edition 


Physical Diagnosis is in a brand new edition, the first since 1942. It will be 
welcomed by its old friends and is certain to make many new ones. Like the original 
author, the late Richard C. Cabot, Adams draws on the combined knowledge and 
experience of the Massachusetts General Hospital in presenting the best in 

modern physical diagnostic procedures. But there is more than diagnosis here: 

the book is virtually a compendium of medicine, emphasizing the commoner 
disturbances. It shows how the patient should be examined, describes the normal 
findings, and explains the important symptoms and signs created by injury or 
disease. Modern radiologic and electrocardiographic techniques are covered in some 
detail. In addition there are complete discussions of individual entities in relation 
to the circumstances under which they occur. The antique illustrations of the 
previous editions have been discarded and replaced by fresh photographs and 

really helpful line drawings. 


By F. Dennette Adams, M.D., Physician, Board of Consultation, Massachusetts 
General Hospital; Consultant to the Surgeon General, U. S. Army; Consultant to 
Boston and Bedford, Mass. Veterans Administration Hospitals; formerly Assistant 
Clinical Professor of Medicine, Harvard Medical School 


850 pp., 428 figs. | (Readyin May) Price: $12.00 


Wikler;: RELATION OF PSY- 


> 2 
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CHIATRY TO PHARMACOLOGY eu 


A much-needed study of the effects of drugs used in psychiatry in the treatment 
or investigation of the functional behavioral disorders. Organized under two 
sections: ‘Effects of Drugs on Human Behavior” and ‘Theories and Mechanisms 
of Drug Action.” 


By Abraham Wikler, M.D., National Institute of Mental Health, Addiction Re- 
search Center, Department of Health, Education, and Welfare, Public Healt/ 
Service Hospital, Lexington, Kentucky 


332 pp. (1957) Price: $4.00 


A salute to medical school progress— 
MEDICAL EDUCATION WEEK—APRIL 20-26 
Plan to attend World Congress of Gastroenterology, Sheraton Park Hotel, 
Washington, D. C., May 25-31. 
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Quaker Oatsand Mother’s Oats, 
thetwobrandsofoatmeal offered 
by The Quaker Oats Company, 
are identical. Both brands are 
available in the Quick (cooks in 
one minute) and the Old-Fash- 
ioned varieties which are of 
equal nutrient value. 


The Quaker Oats Ompany 


Children who eat nutritious breakfasts regularly 
are more likely to be well nourished than those 
with poor breakfast habits.* This important find- 
ing emphasizes the long-known relationship be- 
tween nutritious breakfast meals and the perform- 
ance level of school children. 


A sensible breakfast for most children is one 
which supplies ample energy for a full morning’s 
work and play; which provides ample growth- 
promoting protein, vitamins, and essential min- 
erals; which is tasteful, easy to digest, and is eaten 
in a pleasant atmosphere; but which does not 
burden the digestive tract unduly or overload the 
food capacity of the child. 


A dish of oatmeal provides nutritional advan- 
tages few foods can exceed. It contains more pro- 
tein and more thiamine than other whole grain 
cereals. In addition, it contributes other B vita- 
mins and is outstanding for its iron content. 


A steaming bowl of oatmeal is a dish welcomed 
by children. It reflects a warm, secure home atmos- 
phere. It means a pleasant, satisfying meal with 
which to start the day’s work and play. 


*Martin, E. A.: Roberts’ Nutrition Work with Children, Chicago, 
The University of Chicago Press, 1954, pp. 141-146. 
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UNIQUE 


in the treatment 
of severe 
hypertension 


BECAUSE 


it increases 
renal blood flow 


Inherent as a basic prob- 
lem of severe hyperten- 
sion is renal ischemia, 
Even though they re- 


duce blood pressure to 
varying degrees, antihypertensive 
agents may often diminish renal 


blood flow. 


Apresoline not only lowers blood 
pressure but increases renal blood 
flow and cardiac output, producing a 


“most striking improvement in car- 


diovascular and renal function . . .”’* 
Ampuls, 1 ml., 20 mg. per ml. . W.: Circulation 13:664 (May) 1956. 


Tablets, 10 mg. (yellow, 
double-scored), 25 mg. (blue, 


= ® 
coated), 50 mg. (pink, coated); 
bottles of 100, 500 and 1000. 
Tablets, 100 mg. (orange, coated); 
bottles of 100 and 1000. 
hydrochloride 


Cc I B A (hydralazine hydrochloride CIBA) 


SUMMIT, N. J. 
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here’s an IVORY HANDY PAD 
that “remembers” 


50 identical instruction sheets in each pad 
on the “Routine Care of Acne” 


Make it easy for your patients to follow your 
advice, step-by-step, with sheets of widely 
accepted instructions on routine procedures 
for the care of acne. This Handy Pad—one 
of 6 different Handy Pads offered by Ivory 
Soap—contains no advertising. To get yours, 
simply write for: Handy Pad #1, “Instruc- 
tions for Routine Care of Acne.” Please ad- 
dress your request to: PROCTER & GAMBLE, 
Dept A, Box 687, Cincinnati 1, Ohio. 


994/100 pure® 
... it floats 


IVORY 


28 PURE FLOATS 
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Control | Placebo | Serpasil 


Benart shows actual response to Serpasil 
in a patient with benign essential hypertension (data on request). 
Consider Serpasil® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and thus minimize 
side effects of other antihypertensives. CIBA 
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when you give 

broad spectrum antibiotics 

to your patients—“...some people 

have just a devil of a time 

with moniliasis...as I see it, 

the only annoying complication 
of broad-spectrum therapy 

is moniliasis.”* 


*Long, P. H., in Long, Kneeland, Y. Jr., and Wortis, S. B.: 
Bull. New York Acad. Med. 33:552 (Aug.) 1957. 


a broad spectrum 
antibiotic of choice is 


; 


THESE ARE YOUR PATIENTS WHO 
MAY HAVE “JUST A DEVIL OF A 
TIME WITH MONILIASIS” 


debilitated patients 
elderly patients 
diabetics 

infants, especially prematures 

those who developed moniliasis on previous 
broad spectrum therapy 

patients on prolonged and/or high dosage 
antibiotic therapy 

women, especially when pregnant 

or diabetic 


Mysteclin-V provides you with a dosage form for every clinical need: 


Tetracycline 
phosphate 
complex equiv. 
tetracycline 

HCI (mg.) 


Mycostatin 
(units) 


Packaging 


Capsules (per capsule) 250 250,000 Bottles of 16 and 100 
Half-Strength Capsules 

(per capsule) 125 125,000 Bottles of 16 and 100 
Suspension (per 5 cc.) 125 125,000 60 cc. bottles 
Drops (per cc.—20 drops) 100 100,000 10 cc. dropper bottles 


“BUNYCIN'® AND “HYCOSTATIN’® ARE SQUIBB TRADEMARK 


| | 
| 
| { 
e 
| 
| | | 
“4 EN a 
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HIGHLY EFFECTIVE WITH 


in common traumatic, orthopedic, arthritic and 
rheumatic disorders, including: low back pain 


* sprains strains rheumatoid arthritis osteoarthri- 
tis + spondylitis * myalgia + fibrositis + cervical root 
syndrome + wry neck « disc syndrome 


EFFECTIVELY RELIEVES SPASM AND PAIN—Inacon- 
trolled, double-blind study, marked improvement 
was reported in all but one of 15 patients treated 
with PARAFLEX.’ Another investigator noted that 
symptoms were at least partially alleviated in all of 
the patients treated.* 


PRODUCES LONG-LASTING BENEFITS— Significant 
blood levels following the administration of 
PARAFLEX are maintained for periods of 6 hours or 
more.* In most patients, the beneficial effects of 
. PARAFLEX persisted for approximately six hours.‘ 


SPECIFIC FOR PAINFUL MUSCLE SPASM 


skeletal muscle relaxant 


CLINICAL RESULTS WITH PARAFLEX 


Chlorzoxazone+ 


PRACTICAL DOSAGE 


AVERAGE DOSE-SIX TABLETS DAILY—With 
PARAFLEX, just one or two tablets, three times daily 
is an average effective dose. In experimental studies, 
PARAFLEX was found to be from one and one-half 
to three times as potent as other commonly used 
muscle relaxants. 


IS WELL TOLERATED —Side effects are uncommon 
and seldom severe enough to require discontinua- 
tion of the drug.® Other clinicians have encountered 
few side effects to date.****" 


SUPPLIED — Tablets, scored, orange, bottles of 50. 
Each tablet contains 250 mg. of PARAFLEX. 


REFERENCES — (1) Settel, E.: Personal communication 
(2) Holley, H. L.: Personal communication. (3) Burns, J. J.; 
Trousof, N., and Brodie, B. B.: To be published. (4) Smith, 
R. T.: To be published. (5) Peak, W. P., and Smith, R. T.: 
To be published. (6) Wiesel, L. L.: Personal communication. 
(7) Passarelli, W. W.: Personal communication. 


investigator Disorder 


Number of 
patients 
treated 


Number of 
patients 
benefited 


Comment 


Settel! 


acute low back pain, acute traumatic 
myofascitis, or osteoarthritis 


15 14 response excellent 


in nine, good in five 


Holley? wry neck, cervical spondylitis, 


and disc syndrome 


10 10 improvement, ranging from some 
amelioration of symptoms 


to profound relief 


Wiesel® 


advanced osteoarthritis 


less muscle spasm and pain 


Passarelli? degenerative and 


rneumatoid arthritis 


improvement, with less stiffness 
and freer motion 


Passareili7 


varied arthritic rheumatic, 
and traumatic disorders 


less stiffness, less pain 


Totals 


*Trade-mark Patent Pending 
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delicious, apple-flavored 


ABDEC DROPS 


comprehensive multivitamin formula 


WITH VITAMIN B,, 


she knows (her mommy told her) 
that these important vitamins 
protect her and help her to grow 
strong and healthy 
¢stable...needs no refrigeration 
+hypoallergenic 
«easy to give in foods or fluids, 
or directly on the tongue 


Each 0.6 cc. of ABDEC DROPS 
now supplies 


5,000 units 
VitaminD ....... 1,000 units 
Vitamin C (ascorbic acid) 50mg 
Vitamin B, 
(thiamine hydrochloride) 1 mg. 
Vitamin B, 
(G) (riboflavin) ..... 1.2 mg. 
Vitamin 


pyridoxine hydrochloride) 1 mg. 
Pantothenic acid 


(as the sodium salt) ... 5mg. 
Nicotinamide . 
Vitamin 2 mcg 


In bottles of 15 and 50 cc. 
with calibrated plastic droppers. 
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PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
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SUTURE PACK for bag or office 


No jars or solutions 
No clumsy glass tubes to break 
No nicked sutures or adhering glass splinters 


your D2 G EMERGENCY SUTURE PACK 


your Surgical Supply Dealer... or fill 
and mail coupon direct to us. 


Compact, plastic snnp-catch x 244” x %”. Con- 
tains six sterile D & G Atraumatic®@ Needle Sutures: 
Anacap® Silk, 4-0, % circle regular cutting needie; 3 
Dermaion® Monofilament Nylon, 4-0, % circle inverted 
cutting needle. Each suture individually protected in. 


—— rr American Cyanamid Company, Surgical Products Division, Danbury, Conn. 


Please send me______ _--_- Emergency Suture Packs, at $4.00 each. 
(quantity) 
Bill me through my nearest SPD Dealer, or the SPD Dealer | have listed 


below. 


DANBURY. CONNECTICUT : 


Producers of Davis & Geck 


Brand Sutures and Vim Surgical 

Brand Hypodermic Syringes M.D Supply. 

and Needles. Distributed in (name) Dealer (name) 
Canada by: North American 

Cyanamid Ltd., Montreal 


J.A.M.A. 32958 
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A summary of the clinical experience 
with ‘Mio-Pressin’ in hypertension 


September, 1954 | “Wehave had over a year's experience with this most effective combination [‘Mio-Pressin’].” 
Duncan, G.G.: Paper presented before the American 
College of Physicians, September 23, 1954. 


July, 1955 “A significant hypotensive response (mean blood pressure reduction of 20 mm. Hg. or more) 
was achieved in 82% of 29 patients... .” 
Moyer, J.H., et al.: Am. J.M. Sc. 230:33. 


August, 1955 “In our hypertensive clinic we have been making use of a combination of drugs [“Mio- 
Pressin’| which so far in our hands has shown to be about 60% effective in the treatment of 


rather severe hypertension. .. .’ 
Friend, D.G.: Rhode Island M.J. 38:443. 


October, 1955 ““. . . we presently consider [‘Mio-Pressin’] a preparation of . . . choice in all hypertensives 
requiring treatment except those few whose condition is clearly attributable to a specific 
pathological process.” 

Smith, C.W., et al.: Am. J.M. Sc. 230:415. 


November, 1955 “In the present study, the production of normotension in 50 percent and near-normotension in 
an additional 20 percent [of patients treated with ‘Mio-Pressin’}...is a very favorable response.” 
Waldron, J.M., et al.: Am. J.M. Sc. 230:551. 


January, 1956 “Improvement [on ‘Mio-Pressin’] may be abrupt, but often is gradual with maximum effect 
over 3 to 6 weeks. . . . Unfavorable side effects . . . have been insignificant and rarely has it 
been necessary to discontinue it.”” 

Duncan, G.G.: Philadelphia Med. 51:700. 


June, 1957 “Of the entire group treated, 59 patients (91 percent) were normotensive (a final diastolic 
pressure of 90 mm. Hg. or less) at the end of therapy.” 


Smith, C.W., and Thomas, C.G.: Am. Pract. & Digest 
Treat. 8:920 (June) 1957. 


December, 1957 | “|. . we have used [‘Mio-Pressin’] frequently with excellent results at our clinic. ... 
Duncan, G.G.., et al.: Scientific Exhibit, A.M.A., 
December 3-6, 1957. 


Dibenzylinet 
in two dosage strengths: No. 2 (standard ) AN 


strength) and No. 1 (half strength). — 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. tT.M. Reg. U.S. Pat. Off. for phenoxybenzamine hydrochloride, S.K.F. 


FIRST—clinically confirmed for management of 


psychotic patients 


NOW -— clinically confirmed as an effective 
antiemetic agent 


PROMPT, POTENT and LONG-LASTING ANTIEMETIC ACTIVITY 


Clinical investigators* report that in clinical studies 


In Infections, In In 
Post: Nitrogen Intra-abdominal | Neurosurgical Pernicious 

operatively Mustard Vomiting Disease, and Diagnostic Vomiting of 

Therapy Carcinomatosis Procedures Pregnancy 


After In Chronic 


VESPRIN 


# showed potent antiemetic action 

= completely relieved nausea and vomiting in small 
intravenous doses 

ws showed a prolonged antiemetic effect 
caused little or no pain at injection site 
controlled chronic nausea and vomiting in 
orally administered doses 
produced relief in certain cases refractory to other antiemetics 
often markedly depressed or abolished the gag reflex 
effectively terminated the hard-to-control nausea and 
vomiting common to nitrogen mustard therapy 


provided prophylaxis against the nausea and 
vomiting associated with pneumoencephalography 


*Reports to the Squibb Institute for Medical Research 


antiemetic dosage: Jntravenous route—2 to 10 mg. for therapy or prophylaxis 
Intramuscular route—5 to 15 mg. for therapy or prophylaxis 
Oral route—Prophylactic doses may range from 20 to 30 mg. daily 


supply: Parenteral Solution—1 cc. amipuls (20 mg./cc.) 
Oral Tablets—10 mg., 25 mg., 50 mg., in bottles of 50 and 500 


Squibb Quality—the Priceless Ingredient 


*VESPRIN® 1S A SQUIBB TRADEMARK 
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INTENSIFIED GCTRUM ANTI CONTROL 


Tetracycline Phosphate Complex U. 8. Pat. 2,791,609 


often the difference between rapid and delayed response 


blood levels practically double those of tetracycline hydrochloride within 1-3 hours 
maintains higher blood levels than tetracycline hydrochloride up to 24 hours a 
single, highly efficient antibiotic permitting simple, flexible dosage/ equally effec- 
tive on conventent b.t.d. schedule, as on a q.i.d. schedule’ practically sodium-free 


pure compound not a mixture. Supplied: TETREX Capsules containing the equivalent of 250 
mg. tetracycline HCI activity; bottles of 16 and 100. New TETREX 
Pediatric Capsules containing the equivalent of 100 mg. tetra- 
cycline HC! activity; bottles of 25 and 100. 
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To the point 
of infection 


as in septicemia 


Tetracycline Phosphate Complex 250-100 ma. CAPSULES 


Bristol 
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Tetracycline Phosphate Complex 250.100 mg. CAPSULES 
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Tetracycline Phosphate Complex U.S. Pat.2,791,608 CAPSULES 


e Virtually doubles tetracycline blood levels within 1-3 hours’ » Maintains higher tetracycline 
blood levels over 24-hour period’... = Faster, more complete control of tetracycline-sensitive 
organisms. Eleven independent investigators** obtained successful results with TeTrex in 426 
patients with a variety of infections. Although nearly twice as efficient, tetracycline phosphate 
complex (TETREX) has shown a “remarkably low incidence of side reactions...”* = A single, 
highly e ficient antibiotic. Freely indicated in low-sodium regimens, TETREX permits flexible effective 
therapy. Patients can be treated on 500 mg. b.i.d. — or 250 mg. q.i.d. dosage schedule # No increase 
in cost over tetracycline HCl. 

1. Kaplan, M. A., et al.: Antibiotic Med. & Clin. Ther. 4:99, 1957. 2. Welch, H., et al.: Antibiotic Med. & Clin. Ther. 4:215, 1957. 3. Independent 


studies by P. A. Bunn; S. Katz, and G. Me Cronk on 188 patients. 4. Cronk, G. A., and Neumann, D. E.: Antibiotic Med. 4:166, 1957. 5. Bernhardt, 
H. J.; Katz, S.; Oxley, L. O.; Prigot, A.; Putnam, L. E.; Rein, C. R.; Tittle, C. R.; Wachtel, L. M., and Weller, C.: Personal communications, 


NOTHING IS FASTER 


NOTHING IS MORE EFFECTIVE 


PRE-MICRONIZATION of particle size assures maximum effectiveness 


Med i ha ler- F p For quick relief of bronchospasm of any 
origin. More rapid than injected epinephrine 

in acute allergic attacks. 
Epinephrine bitartrate, 7.0 mg. per cc., suspended 


in inert, nontoxic aerosol vehicle. Contains no alco- 
hol. Each measured dose 0.15 mg. free epinephrine. 


M d . h S Unsurpassed for rapid relief of symptoms of 
© I a er asthma and emphysema. 


Isoproterenol sulfate, 2.0 mg. per cc., suspended in 
inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.06 mg. free isoproterenol. 


MEDIHALER’ Ate Right Now 


Millions of asthmatic attacks have been aborted promptly, 
effectively, economically with Medihaler-Epi and Medihaler- 
Iso. Automatically measured dosage and true nebulization... 
nothing to pour or measure...One inhalation usually gives 
prompt relief. 


Prescribe Medihaler medication with Oral Adapter as first 
prescription. Refills available without Oral Adapter. 


The Medihaler Principle of automatically measured-dose aerosol medications in spillproof, leakproof, 
shatterproof, vest-pocket size dispensers also available in Medihaler-Phen® 


(phenylephrine, hydrocortisone, phenylpropanolamine, neomycin) for prompt, 


lasting relief of nasal congestion. 
Rike 
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Another Conference Considers Problems 
of the Aged. . 

Custodial Facilities Advocated for 

Care of Aged. . 

PHS Recommends New Concept in 
Patient Hospital Care . . 


PROBLEMS OF AGED DISCUSSED AT TWO- 
DAY WASHINGTON CONFERENCE 


Two hundred delegates from 28 states, repre- 
senting various groups and viewpoints, spent two 
days in Washington discussing the complete range 
of problems of the aged population. 

While most speakers Lae panelists merely pre- 
sented information on their assigned areas and an- 
swered questions, a few arguments developed, one 
over the Forand bill. This is a measure now before 
Congress for free hospitalization and nursing-home 
care for the aged under social security. It is op- 
posed by the American Medical Association as a 
risky, costly, and unnecessary experiment. Instead, 
the A. M. A. would rely on the expanding coverage 
of older people by health insurance and on other 
resources, such as public assistance, for those who 
have inadequate income or are uninsurable. The 
bill is strongly supported by organized labor. 

The gathering was the spring meeting of the Na- 
tional Committee on the Aging, a private, nonprofit 
group not associated with the federal government 
but with which the government cooperates. 

Spokesmen for the government, including Secre- 
tary Folsom of the Department of Health, Educa- 
tion, and Welfare, advised a “go slow” policy on 
social security. Mr. Folsom said any changes should 
wait on a report of a committee now studying the 
financial structure of the social security program. 
He said one answer to the medical care of old peo- 
ple would be development of more first class facili- 
ties where patients with chronic ailments could be 
cared for without the incurring of the high rates 
that complete hospitals must charge. 

The same viewpoint, in general, was expressed 
by a number of industrialists who are attempting to 
solve the problems of the aged. 

Wilbur Cohen, a social security official under 
Oscar Ewing and now at the University of Michi- 
gan, came out strongly for the Forand bill, saying, 
“It is absolutely necessary that we assure meeting 
the cost of hospital care (for the aged ) under social 
security.” He also called for the expenditure of 5 to 
10 billion dollars more a year for the older people. 


FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


George R. Metcalf, a member of the New York 
State senate and a leader in public health and health 
insurance legislation, challenged Cohen. He admitted 
that there were deficiencies in health insurance, but 
he said the Forand bill was not the solution. “I am 
old-fashioned enough to think most of us can take 
care of our own needs if we know the methods.” He 
said one promising method is a proposal now under 
study in New York state to require insurance com- 
panies and groups to write only “level premium for 
life” health policies that would be noncancellable. 

With one exception, the labor staff people on the 
program also came out for the Forand bill in varied 
degrees of intensity. 

Dr. J. Russel Lee, director of the Palo Alto Clinic, 
described a system of health insurance that he and 
his associates had used to cover 400 older people. 
It would call for a medical team, headed by a spe- 
cialist in geriatric medicine or one who had had ex- 
tensive practice with older people. He would have 
on call the services of other specialists. Dr. Lee 
said that this high tvpe of medical care could be 
furnished elderly people tor an average cost of 
$100 per vear. 

At the closing session, Theodor Schuchat pressed 
hard to win support for the Forand bill. He is ex- 
ecutive director of the Social Legislation Informa- 
tion Service, a nonprofit, nonpartisan organization 
with headquarters in Washington whose main func- 
tion is to gather and disseminate information of 
social legislation and programs. 

Mr. Schuchat said that eventually the bill would 
pass and that it had a 50-50 chance to pass this 
vear. He cited the A. M. A.’s opposition but said 
that the Association had lost fn of its influence 
in Congress and carried no more weight with the 
lawmakers than did “artichoke growers” or similar 
organizations. 


FOGARTY FAVORS CUSTODIAL CARE 
FOR AGED 


The chairman of the House appropriations sub- 
committee on the Health, Education, and Welfare 
budget favors provision for custodial facilities for 
the aged when it comes time to extend the Hill- 
Burton hospital construction act. The law expires 
in June, 1959, but Congress is expected to take up 
the subject before adjourning because of the need 
for long-range planning. 

Rep. John Fogarty (D., R. L.) expressed this 
view while testifying to a House education and 
labor subcommittee on his bill for a White House 
conference on aging. He did not elaborate on cus- 


25 


26 


todial care facilities under the Hill-Burton act nor 
say whether they should be a part of a hospital 
unit. Under present law, any facility built with Hill- 
Burton funds must be affiliated with a hospital. 

The aging conference proposal provides for state 
conferences in advance of the White House confer- 
ence. Mr. Fogarty had proposed that the national 
meeting be held before the end of this vear. How- 
ever, to allow states more time to plan and hold 
their conferences, he is now proposing that the 
White House meeting be held in the spring of 1960. 

In urging favorable committee action, Mr. 
Fogarty said there was considerable evidence that 
many of our older people are becoming premature- 
ly and eine senile and causing a strain on 
both our general and mental hospital facilities. “Be- 
yond the indignity and the human misery which is 
engendered, the physical and mental breakdowns 
which result have serious implications for the use 
of our health manpower and for the construction 
of custodial facilities,” he declared. 

He also urged that HEW staff on aging problems 
be enlarged along with a similar office in the Labor 
Department. Mr. Fogarty did not think that his 
proposal would hold up any plans for larger status 
for aging problems within HEW. 

The committee also heard from a number of con- 
gressmen on other bills on aging. Most of them 
would set up a bureau or office within the HEW 
for older persons, and some would provide grants 
to the states for studies and projects to aid older 
people. Following the Easter recess, the committee 
planned to hear from HEW Secretary Folsom and 
others interested in the measures. 


PHS STUDIES NEW CONCEPT 
OF PATIENT CARE 


The Public Health Service is working on a pro- 
gram that if adopted would change the entire con- 
cept of patient care in hospitals. Known as progres- 
sive medical care, it is described by PHS officials as 
“a radical departure” from the present organization 
of patient service and affects all departments of the 
hospital. 

A report that will serve as a guide for hospitals 
is scheduled for release this fall. The study project 
has included a survey of 7,000 hospitals in the 
United States. Details were outlined to the House 
appropriations subcommittee on the Department of 
Health, Education, and Welfare budget for the next 
fiscal year. The subcommittee subsequently made 
the testimony public. Dr. Jack C. Haldeman, deputy 
chief of the PHS division of hospital and medical 
facilities, testified: 

“We are interested in an organization of hospital 
services that revolves around the medical and nurs- 
ing needs of the individual patient. We have called 
this progressive medical care. It envisions an inten- 
sive care unit where the individual who has had a 
severe gastric hemorrhage or a cardiac episode can 
be placed under constant surveillance, maybe four 


J.A.M.A., March 29, 1958 


to six patients in a ward with a nurse in constant 
attendance, and where the lifesaving devices are 
always there and where they are getting real in- 
tensive treatment. 

“As the patient progresses and no longer requires 
this intensive type therapy, he is moved to an inter- 
mediate care type of ward which does not have to 
be equipped for the really lifesaving measures, 
where the need of this type of patient can be better 
met. 

“As they recover further and can do things for 
themselves—go to lavatory or the cafeteria—they 
can be put in a self-care unit where they can have 
their clothes and be in a more comfortable environ- 
ment. Also there would be an adjoining unit for 
long-term care patients and you would have a 
home-care program. In summary, there would be 
five types of prograras depending on the needs of 
the individual patient: intensive care, intermediate 
care, self care, long-term care, and a home-care 
program. 

Other highlights of the Appropriations Commit- 
tee testimony follow: 

National Library of Medicine.—The present quar- 
ters of the National Library of Medicine, according 
to Lieut. Col. Frank B. Rogers, director, are “dis- 
graceful.” He told the committee that new incidents 
of the inadequacy of the present building crop up 
from “week to week.” The latest was discovery of 
weakened timbers that hold up flooring in the base- 
ment. “We are having to move all of our books out 
of these areas, tear up the wooden flooring, and dis- 
cover the source of a creek underneath. . . . ; A ppar- 
ently some remnants of that creek are still there, 
and it will have to be dammed up in some way and 
new concrete flooring put down.” 

Overhead Costs.—Dr. James A. Shannon, director, 
National Institutes of Health, estimated that an- 
other $8,600,000 would be required if the same 
level of research spending is continued, along with 
higher (25%) overhead costs for research carried 
on by medical schools and other institutions. The 
administration proposed that overhead costs be 
raised from the present allowable 15%. 

Venereal Disease Control.—Dr. C. A. Smith, dep- 
uty chief, Communicable Disease Center, said there 
was less cooperation from the private physician in 
gonorrhea control than in syphilis control. “I think 
it reflects the viewpoint of the physician toward 
gonorrhea. It is a disease that is very amenable to 
treatment, and when a patient comes in for treat- 
ment, it doesn't have the significance that a physi- 
cian relates to syphilis. I think those are our prob- 
lems.” 

Chairman Fogarty commented at the outset ot 
the PHS hearings that if it were not for the efforts 
of HEW Secretary Folsom “this could easily have 
been the worst budget ever presented to Congress 
as far as the Public Health Service is concerned.” 
Repeatedly Mr. Fogarty asked witnesses to tell the 
committee what had been the original request of 
each agency and how much the Budget Bureau had 
cut out. 
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the clinical results are positive when 


NILEVAR positive nitrogen balance 


The anabolic effects of Nilevar are quickly manifest both to the patient 
and to the attending physician. 

When loss of nitrogen delays postsurgical recovery or stalls 
convalescence after acute illness and in severe burns and trauma, 
Nilevar has been found to effect these responses: 


e The patient feels better 


e The patient recovers faster 


Appetite improves 
e Weight increases 


Similarly Nilevar helps correct the “protein catabolic state” associated 
with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa 
and other chronic wasting diseases. 
Nilevar is unique among anabolic steroids in that 
androgenic side action is minimal or absent in appropriate dosage. 
Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. 
and ampuls (1 cc.) of 25 mg. The dosage of both forms is from 10 to 50 mg. daily. 


Research in the Service of Medicine. 


| SEARLE | G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles." ‘Pain 


in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ '” 


MEPROLONE is the first anti- 
rheumatic-antiarthritic de- 
signed to relieve simultaneously 


rheumatoid arthritis (a) muscle spasm (joint 
cal distress . . . it may thereby 


help prevent deformity and 
disability in arthritic patients. 


involves both SUPPLIED: Multiple Compressed 


— Tablets in two formulas: 
MEPROLONE-2—2.0 mg. 

joints and prednisolone, 200 mg. 
meprobamate and 200 mg. 
dried aluminum hydroxide 
gel (bottles of 100). 

muscles MEPROLONE-1—-supplies 1.0 
mg. prednisolone in the same 
formula as MEPROLONE-2 
(bottles of 100). 


1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 

2. Merck Manual: Lyght, C. E., p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 


THE FIRST VEPROBAMATE PREDNISOLONE THERAPY 
meprobamate to relieve muscle spasm 


relieves both prednisolone to suppress inflammation 
muscle spasm 
and joint inflammation 


MERCK SHARP & DOHME Philadelphia 1, Pa. 
Division of MERCK & CO., Inc. 
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Peridural Anesthesia 


Xylocaine has contributed significantly to the restoration of peridural anesthesia as a technique of 
choice for a wide variety of surgical procedures. Its immediately apparent advantages are its effec- 
tiveness, and the safety and relative freedom from sensitivity which have characterized the entire 
Clinical experience of this agent. The rapidity of onset, as well as the profoundness and diffusibility 
of which Xylocaine is capable, renders it readily acceptable to the caudal, the lumbar, the thoracic 


and the cervical approaches to the peridural space. 


With Xylocaine peridural, patients are relaxed, fully cooperative and recovery from anesthesia is 


uneventful. Of particular advantage is the ability of Xylocaine to produce overall anesthesia symptoms 
without the ‘‘spottiness” which is sometimes characteristic of other agents employed for this tech- 
nique. With Xylocaine, and for those cases where vasopressor drugs are not contraindicated, less 


epinephrine is required than with any other local anesthetic agent. 


A bibliography of more than 300 published references reports on successful application of Xylocaine 
for peridural anesthesia, as well as for local infiltration, topical anesthesia, nerve blocks and spinal 


anesthesia. We will forward it gladly upon request so you can see why it is said: “They rewrote the © 


book for Xylocaine.” 


Slide #172 of a series... 


Next issue— 
Spinal Anesthesia 
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the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


Fostex dries and 


peels the skin 

The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Fostex is easy for your 
patients to use 

Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


AMERICAN 
March 


SOUTHWESTERN Surcicat Concress, Shamrock Hilton Hotel, Houston, 
Tex., Mar. 31-Apr. 2, Dr. C. M. O’Leary, 207 Plaza Court Bldg., Okla- 
homa City, Okla., Secretary. 

April 

ALABAMA, MeEpICAL ASSOCIATION OF THE STATE OF, Whitley Hotel, 
Montgomery, Apr. 17-19. Mr. William A. Dozier, 17 Moulton Bldg., 
Montgomery, Executive Secretary. 

AMERICAN ACADEMY oF NevuRoLocy, Bellevue-Stratford, Philadelphia, Apr 
21-26. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 
AMERICAN ACADEMY OF PEDIATRICS, Spring Session, Hotel Statler, New 
York City, Apr. 21-28. Dr. E. H. Christopherson, 1801 Hinman Ave., 

Evanston, Ill., Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Buffalo, N. Y., Apr. 2-4. Dr. L. B 
Flexner, Univ. of Pennsylvania Medical School, Philadelphia 4, Secretary 
AMERICAN AssOcIATION FOR CLEFT PALATE REHABILITATION, St. Francis 
Hotel, San Francisco, Apr. 24-26. Dr. D. C. Spriestersbach, University 

Hosps., Iowa City, la., Secretary. 

AMERICAN AsSOCIATION OF Genrro-URINARY SURGEONS, Edgewater Gulf 
Hotel, Edgewater Park, Miss., Apr. 23-25. Dr. William J. Engel, 
2 E. 54th St., New York, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Philadelphia, Apr. 14-18 
Dr. F. S. Cheever, University of Pittsburgh, Graduate School of Medi- 
cine, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Hote! 
Statler, Cleveland, Apr. 24-26. Dr. Russell L. Holman, 1542 Tulane 
Ave., New Orleans 12, La., Secretary. 

AMERICAN ASSOCIATION OF RAILWaAy SuRGEONS, Drake Hotel, Chicago, 
Apr. 17-19. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Hotel Shelburne, Atlantic City, N. J., 
Apr. 20-25. Dr. Giles A. Koelsche, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN COLLEGE oF OsstTETRICIANS & GYNECOLOGISTS, Statler Hotel, 
Los Angeles, Apr. 21-23. Dr. John C. Ullery, 15 S. Clark St., Chicago, 
8, Secretary. 

AMERICAN COLLEGE OF Puysic1ans, Atlantic City, N. J., Apr. 28-May 2 
Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive Secretary 

AMERICAN INDUSTRIAL HyGreNE AssociATIon, Convention Hall, Atlantic 
City, N. J., Apr. 21-25. Mr. George D. Clayton, 14125 Prevost, Detroit 
27, Executive Secretary. 

AMERICAN PuysioLocicaL Society, Philadelphia, Apr. 14-18. Dr. Ray G. 
Daggs, 9650 Wisconsin Ave., Washington, D. C., Executive Secretary 

AMERICAN SOCIETY FOR ARTIFICIAL INTERNAL ORGANS, Benjamin Franklin 
Hotel, Philadelphia, Apr. 13-14. Dr. George E. Schreiner, 2025 Eye St., 
N.W., Washington 6, D. C., Secretary. 

AMERICAN Socrety OF CuHemists, Philadelphia, Apr. 13-15. 
Dr. Philip Handler, Duke University, Durham, N. C., Secretary. 

AMERICAN SocreTY FOR EXPERIMENTAL PATHOLOGY, Philadelphia, Apr. 
14-18. Dr. Cyrus C. Erickson, 858 Madison Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
peutics, Philadelphia, Apr. 13-18. Dr. Harold Hodge, University of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SOCIETY FOR THE StUDy or STERLity, Beverly Hilton Hotel, 
Los Angeles, Apr. 18-20. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

American Surncicat Association, Waldorf-Astoria Hotel, New York, 
Apr. 16-18. Dr. R. Kennedy Gilchrist, 59 E. Madison St., Chicago 3, 
Secretary. 

AMERICAN URoLocicaL Association, The Roosevelt Hotel, New Orleans, 
La., Apr. 28-May 1. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., Mem- 
phis, Tenn., Secretary. 

Arona Mepicat Association, San Marcos Hotel, Chandler, Apr. 30- 
May 3. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
ASSOCIATION OF AMERICAN PuHysICIANs AND SURGEONS, INC., Mark Hop- 
kins Hotel, San Francisco, Apr. 10-12. Dr. William L. Baughn, 185 N 

Wabash Ave., Chicago 1, Secretary. 

ASSOCIATION OF SURGEONS OF SOUTHERN RarLway System, Jacksonville, 
Fla., Apr. 14-15. For information address: Dr. Rudolph M. Landry, 
707 Walnut St., Chattanooga, Tenn. 

Cauirornia Mepicar Association, Ambassador Hotel, Los Angeles, Apr. 
27-30. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Connecticut State Mepicat Association, Stratford, Apr. 30-May 1. 
Dr. Creighton Barker, 160 St. Ronan St., New Haven, Executive Sec- 
retary. 

Eastern States HEALTH Epucation CoNnFrERENCE, New York Academy 
of Medicine, New York City, Apr. 24-25. Dr. lago Galdston, New York 
Academy of Medicine, 2 E. 103d St., New York 29, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL Br0oLocy, Trade 
& Convention Center, Philadelphia, Apr. 13-19. Dr. Milton O. Lee, 
9650 Wisconsin Ave., Washington 14, D. C., Secretary. 


(Continued on page 34) 


32 
egreases 
or 
° 
: 


Emotional stress is a serious 
threat to an already 
diseased heart. Thoracic 
muscular tension simulating 
cardiac pain is an added 
source of apprehension. 
Anxiety may precipitate 
tachycardia, various 
arrhythmias, coronary 
insufficiency, and increased 
cardiac decompensation. 
‘Miltown’ relaxes both 
mind and skeletal muscle. 
Therapeutic management 
with ‘Miltown’ (200 mg. 
q.i.d.) “definitely reduced 


nervous tension and . 

anxiety” in all patients Milt Own 
(80 cases), and enhanced 
recovery from acute cardiac 

episodes in many cases.* 


| THE ORIGINAL MEPROBAMATE 
| DISCOVERED & INTRODUCED BY 
WALace Lasoratories 


* Waldman, S. and Pelner, L.: Management of anxiety associated | Ni INSWICK. NE 
with heart disease. Am. Pract. & Digest Treat. 8:1075, July 1957, NEW 
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Georcia, MepicaL AssociIaTION oF, Macon, Apr. 27-30. Mr. Milton D. 
Krueger, 875 W. Peachtree St., N. E., Atlanta, Executive Secretary. 

InpustrRIAL HEALTH CONFERENCE, Convention Hall, Atlantic City, N. J., 
Apr. 19-25. Dr. E. C. Holmblad, 28 E. Jackson Blvd., Chicago 4, Man- 
aging Director. 

INpusTRIAL Mepicat Association, Atlantic City, N. J., Apr. 23. Dr. H. 
Glenn Gardiner, 3210 Watling St., East Chicago, Ind., Secretary. 

Iowa State Mepicat Socrety, Hotel Savery, Des Moines, Apr. 20-23. 
Dr. R. F. Birge, 529, 36th St., Des Moines 12, Ia., Secretary. 

Joun A. AnprEw CuricaL Socrety, Andrew Memorial Hospital, Tuske- 
gee Institute, Ala., Apr. 13-18. Dr. Eugene H. Dibble Jr., Andrew 
Memorial Hospital, Tuskegee Institute, Ala., Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar Hotel, Baltimore, Apr. 16-18. Dr. Everett S. Diggs, 1211 
Cathedral St., Baltimore, Secretary. 

Missouri STATE MEDICAL AssociaTIon, Sheraton-Jefferson Hotel, St. Louis, 
Apr. 13-16. Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis, Executive 
Secretary. 

NEBRASKA STATE Mepicat Association, Hotel Cornhusker, Lincoln, Apr. 
28-May 1. Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive 
Secretary. 

Norts Paciric Socrety or NEUROLOGY AND PsycHiIatTry, Empress Hotel, 
Victoria, B. C., Apr. 11-12. Dr. Robert M. Rankin, 1621 Southwest 
152d St., Seattle 66, Wash., Secretary. 

Onto State Mepicat Association, Netherland Hilton Hotel, Cincinnati, 
Apr. 15-17. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

Socrety or AMERICAN BACTERIOLOGISTS, Morrison Hotel, Chicago, Apr. 
27-May 1. Dr. E. M. Foster, University of Wisconsin, Madison 6, Wis., 
Secretary. 

Society or Cuirnicar Surcery, St. Louis, Mo., Apr. 4-5. Dr. Frank F. All- 
britten Jr., Univ. of Kansas Medical Center, Kansas City, Mo., Secretary. 

Socrety oF NEUROLOGICAL SURGEONS, Washington-Duke Hotel, Durham, 
N. C., Apr. 18-19. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, 
Secretary. 

SOUTHWESTERN Society or NucCLEAR Baker Hotel, Dallas, Tex., 
Apr. 12-13. For information address: Dr. Hugo F. Elmendorf Jr., 730 
Medical Arts Bldg., San Antonio 5, Tex. 

TENNESSEE State Mepicat Association, Civic Auditorium, Gatlinburg, 
Apr. 20-23. Dr. R. H. Kampmeier, 112 Louise Ave., Nashville 5, Sec- 
retary. 

Texas Mepicat Association, Shamrock Hilton Hotel, Houston, Apr. 
19-23. Mr. C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Execu- 
tive Secretary. 

Untrep Statres-Mexico Borper Pustic HEALTH ASSOCIATION, Juarez, 
Mexico, Apr. 8-11. Dr. Jorge Roman, U.S. Court House, Room 204, 
El Paso, Tex., Secretary. 


J.A.M.A., March 29, 1958 


May 

ALASKA TERRITORIAL MEDICAL AssocriaTION, Fairbanks, May 15-17. Dr. 
Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SuRGERY, Hotel Statler, Boston, 
May 16-18. Dr. Hiram T. Langston, 600 S. Kingshighway, St. Louis 10, 
Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL AssOcIATION, Mark Hopkins Hotel, 
San Francisco, May 21-23. Dr. F. Johnson Putney, 1719 Rittenhouse Sq.., 
Philadelphia 3, Secretary. 

AMERICAN COLLEGE oF CARDIOLOGY, Interim meeting, Chase Park Plaza 
Hotel, St. Louis, May 20-24. Dr. Philip Reichert, Empire State Bldg., 
New York 1, Secretary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 4. Dr. William W. Stead, VA Hospital, Min- 
neapolis 17, Secretary. 

AMERICAN GyNECOLOGICAL Society, Grove Park Inn, Asheville, N. C., 
May 19-21. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., 
Washington 7, D. C., Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Fairmont Hotel, San Francisco, 
May 19-20. Dr. James H. Maxwell, Univ. Hosp., Ann Arbor, Mich., 
Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OTOLOGICAL SocreTy, Mark 
Hopkins Hotel, San Francisco, May 21-23. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN ORTHOPEDIC AssOCIATION, Shoreham Hotel, Washington, D. C., 
May 11-16. Dr. Harold A. Sofield, 715 Lake St., Oak Park, IIl., Secretary. 

AMERICAN OTOLOGICAL Socrety, Hotel Fairmont, San Francisco, May 17- 
18. Dr. Lawrence R. Boies, Univ. Hosp., Minneapolis 14, Secretary. 

AMERICAN Pepratric Society, Hotel Traymore, Atlantic City, N. ]., May 
8-9. Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., 
Secretary. 

AMERICAN Association, Civic Auditorium, San Francisco, 
May 12-16. Dr. William Malamud, 80 E. Concord St., Boston 18, 
Secretary. 

AMERICAN PsyCHOANALYTIC AssociaTION, Hotel Fairmont, San Francisco, 
May 9-11. Dr. Douglas D. Bond, University Hospitals, Cleveland 6, 
Secrétary. 

AMERICAN Society FoR INVESTIGATION, Haddon Hall, Atlantic 
City, N. J., May 5. Dr. S. J. Farber, 550, Ist Ave., New York 16, Secre- 
tary. 

AMERICAN TRUDEAU Socrety, Convention Hall, Philadelphia, May 19-23 
Dr. E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

AMERICAN VENEREAL DISEASE Association, Sheraton Hotel, Philadelphia, 
May 12-13. Dr. S. Ross Taggart, 300 Indiana Ave., N. W., Washington 
1, D. C., Secretary. 

ARKANSAS MepiIcaL Society, Arlington Hotel, Hot Springs, May 4-6. Mr. 
Paul C. Schaefer, 215 Kelley Bldg., Fort Smith, Executive Secretary. 


(Continued on page 36) 


DORBANTYL* 


(danthron + dioctyl sodium svlfosuccinate) 
PERISTALTIC STIMULANT + FECAL SOFTENER 


Gentle and effective in maintaining regularity during preg- 
nancy, DorsantY1 is particularly valuable after delivery: “All 
[postpartum patients] had spontanecus bowe! movements after 
the second day without enemata.”* 

supplied: 

Donasantyt Capsules—danthron (Donsane), 25 mg., and diocty! 

sodium sulfosuccinate, 50 mg. 

Doasantryt Forte Capsules—each equivalent to two regular 

Donasantyt Capsules. 

Dorsantyt. Suspension—each 5-cc. tsp., orange-pineapple 

flavored, contains danthron (Donsans), 25 mg., and dioctyl 

sodium sulfosuccinate, 50 mg. 

*Marks, M. M.: Clin Med. 4:151, 1987. 


AND FOR GENTLE PERISTALTIC STIMULATION ALONE 


DORBANE’ 


For more rapid response or in occasional constipation, pre- 
scribe crystalline-pure Donsane, a gentle evacuant 
cathartic griping. 

Donsane Tablets, scored (75 mg. danthron), and Dorsane Suspension, orange 
flavored (37.5 mg. per 5-cc. tep.). 


YL AND ARE THE 
DORBANTYL FORMULA PATENT PENDING. 


TRADEMARKS OF SCHENLABS PHARMACEUTICALS, INC. 


schenfabs, PHARMACEUTICALS, INC., New York 1,N.Y. 
Manufacturers of Nevrnaren® ( penicillinase) for penicillin reactions 


| 
fy, 
‘4 
| 
4 4 
—— 
: 


how patients will enjoy your 
low-sodium diet 


Taste CO-SALT and know why this different salt 
substitute so truly satisfies the cravings of your 
low-sodium diet patients for the flavor of salt. 


CO-SALT so closely looks like, sprinkles like and 
tastes like salt... there is... 
1, no “cheating” on the prescribed diet 


in congestive heart failure 2. patients enjoy their food again 
3. patients are better nourished 


toxemias of pregnancy 


Lithium-free, never bitter or metallic in taste, con- 
tains nothing that may deplete the system of 
phosphorus or other minerals. The only salt sub- 
stitute that contains choline. For use at table or 
in cooking. 


hypertension | 


obesity 


INGREDIENTS: choline, potassium chloride, 
ammonium chloride and tri-calcium phosphate 


available: 2 oz. shaker top package 
8 oz. economy package 


professional samples upon request 


arlington-funk laboratories 


division of U. S. VITAMIN CORPORATION 
250 E. 43rd St. * New York, N. Y. 


35 
gy 
S28 
| 


36 


4 


fast, lasting relief 
no acid rebound 


nonconstipating 
contains no laxative 


Formula: Each tablet or teaspoonful contains: 
Aluminum hydroxide (Warner-Chilcott) 4 gr. 
Magnesium trisilicate (U.S.P.) 7% gr. 


MAGAZINE—TELEVISION REPORT 


J.A.M.A., March 29, 1955 


ASSOCIATION OF AMERICAN Purysictans, Haddon Hall, Atlantic City, N. J., 
May 6-7. Dr. Paul B. Beeson, Yale Univ. School of Med., New Haven 11 
Conn., Secretary. 

District or MEDICAL OF 
Washington, May 7. Mr. Theodore Wiprud, 
ington 6, D. C., Secretary. 

Frornma Mepicat Association, Hotel Americana, Miami Beach, May 
10-14. Mr. Ernest R. Gibson, Box 2411, Jacksonville, Executive Secretary 

Hawau Association, Honolulu, May 1-3. Dr. Satoru Nishijima, 
510 S. Beretania St., Honolulu, Secretary. 

Inuinots State Mepicar Society, Hotel Sherman, Chicago, May 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 
Kansas Meprcat Socrety, Allis Hotel, Wichita, May 5-9. Mr. Oliver E. 

Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Lovurstana State Mepicat Society, Washington-Youree 
port, May 5-7. Dr. C. Grenes Cole, 1430 Tulane Ave., 
Executive Secretary. 

Massacnusetts Mepicar Society, Hotel Statler, Boston, May 20-22. Dr 
Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 

Mississipp1 STATE Association, Hotel Heidelberg, Jackson, May 
13-15. Mr. Rowland B. Kennedy, Dr., Jackson, Executive 
Secretary. 

NATIONAL TUBERCULOSIS ASSOCIATION, 
delphia, May 18-23. Mrs. Wallace 
York 19, Secretary. 

New Jersey, Mepicar Socrery or, Chalfonte-Haddon Hall, Atlantic City, 
May 17-21. Mr. Richard I. Nevin, 315 W. State St., Trenton, Executive 
Officer. 

New Mexico Mepicav Socrety, Hilton Hotel, Albuquerque, May 14-16 
Mr. Ralph R. Marshall, 221 W. Central 
Secretary. 


rHE, 1718 M St., N. W., 
718 M St., N. W., Wash- 


20-23 


Hotel, Shreve 
New Orleans 12, 


735 Riverside 


Bellevue-Stratford Hotel, 
B. White, 1790 Broadway, 


Phila- 
New 


Ave.. Albuquerque, Executive 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula 
tion magazines on medical subjects is published each week only 
for the information of readers of THe Journar. Unless specifi 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported 


MAGAZINES 
Coronet, April, 1958 

“She Mends Young Minds,” by James A. Skardon 
This picture story tells about the work being done by 
teacher-therapists in an unusual school, the League Schoo! 
for emotionally disturbed children in Brooklyn, N. Y. The 
school now has 38 pupils, aged 3 to 12. Suffering from 
what has been diagnosed as childhood schizophrenia, chil- 
dren such as these are often wrongly considered mentally 
retarded. Actually, the school finds, they are usually intelli- 
gent and sensitive youngsters who lack the emotional sta- 
bility to withstand tensions prevalent in regular classrooms. 

“Surgeon to the World,” by Hy Steirman 
For her work in Greece, Turkey, Israel, Brazil, Japan, the 
Philippines and other parts of Europe, Dr. Genia Sakin, an 
ex-U. S. Army Medical Corps major, who now practices 
in the United States, was named the “Most Unselfish 
Woman in America” in a recent contest held in New York. 

“Your Baby Sitter Can Sue You,” by Will Bernard 
The author says that by guarding against the many pitfalls 
that make your home a legal booby trap, you may save 
yourself from a damage claim brought by an injured baby 
sitter. He points out that sitters are not nurses and should 
not be called on to take care of a child sick with a con- 
tagious disease. Since childhood diseases can be dangerous 
to an older person, sitters should not be asked to risk ex- 
posure to these diseases without knowing the risks they may 
be taking. 

“What Everybody Should Know About Orthodontia,” by 

Lester and Irene David 
Blending art and science, oral architects often add new 
dimension to the lives of those with malformed teeth and 
jaws. The article discusses malocclusion, the factors most 
responsible for cases of teeth irregularity, and proper treat- 
ment of these conditions. 

“The New Magic 888—Banana and Skim Milk Diet,” by Ann 

Williams-Heller 
The “magic 888’ refers to the number of calories in this 
new fad diet which is offered as “a crash diet for the re- 
moval of five pounds or so.” 
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when 
gonadal waning 
eads 
osteoporosis 


GYNETONE 
REPETABS 


Bone pain and increased susceptibility to fractures are common in older patients, 
especially in postmenopausal women. These phenomena are due to osteoporosis caused 
by hormonal waning that results in inadequate stimulation of osteoblastic activity 


and decline of anabolic processes. 


Through the additive effects of a suitable estrogen-androgen combination GYNETONE 
promotes restoration of bone stability by reconstruction of the bony matrix and 
increased retention of calcium, phosphorus and nitrogen. Its balanced hormone com- 
bination permits GYNETONE to be administered over long periods of time with little 
likelihood of steroid reactions. 


GYNETONE REPETABS are also used 


+ to increase anabolism in protein-depletion states + to promote well-being in climac- 
teric patients « for suppression of lactation 


Dosage: For osteoporosis, one GyYNETONE Repetas “.02” daily. 


Packaging: Gynetone Reretass “*.02”—0.02 mg. Ethinyl Estradiol U.S.P. plus 5 mg. Methyltestos- 
terone U.S.P, bottles of 30 and 100. 


Also available GyNeToNE Repetass “.04”—0.04 mg. Ethiny] Estradiol U.S.P plus 10 mg. Methyl- 
testosterone U.S.P, bottles of 30 and 100. 


Gynetons,® combined estrogen-androgen. 
Reretass,® Repeat Action Tablets. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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SOCIETY PRESIDENT MEETING 
AMERICAN AL ASSOCLATION....|David B. Allman, Atlantic ow. George F. Lull, 535 N. Dearborn 8 1 10.. ..|San Francisco, June 23-27 
Aero Medical Association............. ..|Ashton Graybiel, Warrington. .|T. H Sutherland, P. O. Box 26, Marion Ohio. 


American 
Academy for Palsy William J. Green, Boston 15..... ..|Ray Rembolth, Iowa School, one City, |Providence, R. I., Sept. 25-27 
a Chicago, Dec. 6-11 


Academy of ergy Carl E. Arbesman, Buffalo, N. Y. Frarcis C. Lowell, 65 E. Newton St., Boston. 
Academy of Dermatology & Syphilology.. James R. Webster, Chicago 2... 


R. R. Kierland, Mayo Clinic, Rochester. Minn... 


Academy of General Practice.................. Malcom E. Phelps, El Reno, Okla. a ~~ — a Cahai, Volker Blvd. at Brooks 

City 12, Mo. 
Academy of Neurology (francis M. Forster, Washington 7, a |Joseph M. Foley, Boston City Hosp., Boston Philadelphia, Apr. 21-26 
Academy of Occupational Medicine........\I. R. Tabershaw, White Plains, N. Y..... |Leonard J. Goldwater, 600 W. 168th St., New York 32 
Academy of Ophth. & Otolaryn. .|L@ Roy A. Schall, Boston W. L. Benedict, 100 First Avenue Bldg., Rochester, Minn. |Chicago, Oct. 12-17 
Academy of Orthopaedic Surgeons. Frederic C. Bost, San Francisco... |Mr. John K. Hart, 116 S. Michigan Ave., Chicago 3.......... 
Academy of Pediatrics Stewart H. Clifford, Brookline 46, Mass.|E. H. Christopherson, 1801 Hinman Ave., Evanston, Ill......... nema ae Oct. 20-23 
Academy of Tuberculosis Physicians. Louis M ——~ Murphys, Calif. Oscar 8S. Levin, P. 5 Box 7011, Denver 6, Colo. a an Francisco, June 21 
Assn. for the Study of Neoplastic Diseases|Roscoe W. Teahan, Philadelphia... Bruce P. Sisler, P. Box 268, Gatlinburg, Tenn. ‘ 
Assn. for the Surgery of Trauma William L. Estes Jr., Bethlehem, William T. Fitts by 3400 Spruce St., Philadelphia a. Chicago, Oct. 2-4 
Assn. for Thoracic Surgerv....................|3tlam Blades, Washington, .|Hiram T. Langston, 600 S. Kingshighway, St. Louis 10, Mo.|Boston, May 16-18 
Assn. of -Anatomists cose, Barry J. Anson, Chicago 11....... ..|L. B. Flexner, Univ. of Pa. School of Med., Philadelphia 4)Buffalo, N. Y., Apr. 2-4 
Assn. of Blood Banks a ©. B. Hunter, Washington, D. C.. -.|Jobn B. Alsever, 1211 W. Washington, Phoenix, Ariz. Cincinnati, O., Nov. 20-22 
Assn. of Genito-Urinary Surgeons... George F. Cahill, New York.. William J. Engel, 2 East 54th St., New York 22... Edgewater Park, Miss., Apr. 23-25 
Assn. of Immunologists John H. Dingle, Cleveland 6.. . S. Chester, U. of Pitt., Grad School of Med, Pitts- 

burgh 13 Philadelphia, Apr. 14-18 
Assn. of Medical Clinics ~[aeores B. Plain, South Bend, Ind -4 


..|John R. Hand, 1216 Yamhill St., Portland 5, Ore...../San Francisco, Oct. 2 

Leon Roizin, 722 W. 168th St., New York 32 . : 

E. Stewart Taylor, 4200 East 9th Ave., Denver 20. Het Springs, Va., Sept. 4-6 

-|Russell L. Holman, 1542 Tulane Ave., New La 

.|Herbert Conway, 525 E. 68th St., New York 2 wove Dallas, Tex., May 22-24 

“|Chester C. Guy. 5800 Stony Island Ave., C Fees 37 Chicago, Apr. 17-19 

John B. Blake, Smithsonian Institution, Washington 25, D.C. |New York 

Miss Frances M. Coakley, 325 Dayton St., St. P. 

F. Johnson Putney, 1719’ Rittenhouse Square, Philadelphia|San Francisco, uey 21- 
I. 


Assn. of Neuropathologists 
Assn. of Obstetricians & Gynecologists...|William F. Mengert, Chica. 
Assn. of Pathologists & .|Sidney Farber, Boston.......... 
Assn. of Plastic Surgeons. Bradford Cannon, Boston....... 
Assn. of Railway Surgeons. ..|Ernest Celli, New Orleans, La. 
Assn. of the History of Medicine Benjamin Spector, Boston 11. 
Assn. on Mental Deficiency Arthur E. Westwell, Boulder, Mont. 
Broncho-Esophagological Assn. Walter Hoover, Boston 


Clinical & Climatological Assn.. Johnson McGuire, Cincinnati........... Marshall N. Fulton, 124 Waternran St., Providence 6, R. Cooperstown, N Oe ¥ 9-11 
College of Allergists ie Orval R. Withers, Kansas City, Giles A. Koelsche, Mayo Clinic, Rochester, Minn. Atlantic City, N. J., Apr. 20-25 
College of Chest Physicians. “|Burgess L. Gordon, Philadelphia. |Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11.. San Francisco, June 18-22 

College of Gastroenterology. C. Wilmer Wirts, Philadelphia “|Mr. Daniel Weiss, 33 W. 60th St., New York 23.. New Orleans, La., Oct. 19-25 
College of Obstetricians & Gynecologists . Gordon Douglas, New York. Bs y, 15 S. Clark St., Chicago 3 we..,.{L408 Angeles, Apr. 21-23 

College of Physicians. ; Walter L. Palmer, Chicago 37 Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4... Atlantic City, N. J., Apr. 28-May 3 
College of Radiology ‘| Vincent W. Archer, C harlottesville, Va...\Mr W. Stronach, 20 N. Wacker Dr., Chicago 6................| Chicago, Feb. 6-7 

College of Surgeons...................... William L. Estes, Bethlehem, Mason, 40 E. Erie St., Chicago 11 eat ...{Chicago, Oct. 6-10 


Donald R. Rose, Kansas City, = ".|Frances Baker, One Tilton St., San Mateo, Calif. - Philadelphia, Aug. 24-29 

Valley, Ida., June 4-8 
San Francisco, June 21-22 
Atlantic City, N. J., June 12-14 


Congress of Physical Med. « = 
Dermatological Assn...... 
Diabetes Assn. 
Electrocephalographic Society... 


Clark W. Finnerud, Chicago |J. Lamar Callaway, Duke Hospital, Durham, 
..|Frederick W. Williams, pe 56, N. Y.|F. B. Peck St., 1 East 45th St., New York i7 
Robert 8. Dow, Portland 5, Ore......... ..|Jerome K. Merlis, Univ. Hosp., Baltimore 1.... 


Federation for Clinical Ivan L. Bennett Jr., .|Wm. W. Stead, VA Hospital, Minneapolis 17........... Atlantic City, N. J’, May 4 
Fracture Duncan C. McKeever, Houston, Texas....|\H. W. Wellmerling, 610 Grieshelm Bldg., Bloomington, Ill. |Oklahoma City, Okla., Oct. 1-3 
Gastroenterological “Assn. *. J. Ingelfinger, 65 E. Newton St., Boston 18. Washington, D. C., May 30-31 
Geriatrics Society ; Richard J. Kraemer, 2907 Post Rd., Warwick, R. I.. |San Francisco, June 19-20 
Goiter Assn.. J. C. McClintock, 149% Washington Ave., Albany 10, N. Y.|San Francisco, June 17-19 


A. A. Marchetti, 2800 Reservoir Rd., N.W., Washington 7, D.C. |Asheville, N. C., May 19-21 
..|Mr. John D. Brundage, 44 E. 23rd St., New York 10 ./San Francisco, Oct. 24-28 
Edwin L. Crosby, 18 E. Division St., Chicago Chicago, Aug. 18-21 
San Francisco, May 19-20 


Gynecological 
rt Assn. 
Hospital Assn...... : 

Laryngological Assn............... 
Laryng. Rhin. & Otol. Society... 


Tol Terrell, 


Angelo, Tex “ 
Harry P. Schenck, Philadelphia... James H. Maxwell, Univ. Hosp., Ann Arbor, Mich... 


Lawrence R. Boies, Minneapolis. C. S. Nash, 277 Alexander St., Rochester 7, N._Y................(San Francisco, May 21-23 
Medical Women’s Assn...... Elizabeth 8. Kahler, Washington, D. G..|Miss Lillian T. Majally, 1790 Broadway, New York 19....|San Francisco, June 19-22 
Medical Writers’ Assn. Charles Lyght, Rahway, N. J... .|/Harold Swanberg, 510 Maine St., Quincy, ... (Chicago, Sept. 26 


Neurological Assn........... 
Ophthalmological Society... 


Israel S. Wechsler, New York 28 ~~-|Charles Rupp, 133 South 36th St., Philadelphia ¢ 4 


- ... Atlantic City, N. J., June 18 
Walter S. y~ | Watertown, N. Y.....\M. ©. Wheeler, 30 W. 59th St., New York 19... Va., 


White Sulphur tt. w. 
May 28-30 


Orthopedic Assn. George O. Eaton, Baltimore 2 ..|Harold A. Sofield, 715 Lake St., Oak Park, Mll.....................| Washington, —- &y » May 11-16 
Orthopsychiatric Assi Reginald S. Lourie, New York 19 “|Marion F. Langer, 1790 Broadway, New York 19. “|New York, March 6-8 
Otological Society. Dean M. Lierle, Iowa City, Ia..... “|Lawrence R. Boies, University Hospital, Minneapolis 14... Francisco, May 17-18 


Louis J. Feit, 66 Park Ave., New York 16 


Otorhinologic Society for Plastic Surger ry we L. Caron, Worcester, Mass. 
“|A. @. MeGuinness, 2800 Quebec St., N.W., Washington 8, D.C. |Atlantic City, N. J., peer 8-9 


Pediatric Society A. A. Weech, Cincinnati 29 


Physicians Art Assn.. Alma D. Morani, Philadelphia... F. H. Redewill Jr., 12 E. Hadley St., Whittier, Calif San Francisco, June 
Physiological ae. Louis N. Katz, Chicago 16. : |Ray G. Daggs, 9650 Wisconsin Ave., Washington 14, D. C. 

Proctologic Society... ..|Julius E. Linn, Birmingham, Ala........... “Norman D. Nigro, 10 Peterboro St., Detroit 1 Los Angeles, June 29-July 3 
Psychiatric Assn. Francis J. Braceland, Hartford ‘Conn. | William Malamud, 80 E. Concord St., Boston 18. San Francisco, May 12-16 
Psychosomatic Society..................0.-...c0.0sse Theodore Lidz, New Haven 11, Conn.......'Morton F. Reiser, 551 Madison Ave., New York 22 Cincinnati, Mar. 29-30 
*Deceased THIS LIST WILL BE CONTINUED IN NEXT WEEK’S JOURNAL 


wg A with Paul M. Zoll, 
M.D. his research 
group in "this specific field, 
Electrodyne has developed 


a family of medical a 
equipment for preventive 
detection and treatment of 
cardiac arrest. = 
|) 


OR. BROWN 


ELECTRODYNE PM-65 WITH 
(optional) 
ELECTROCARDIOSCOPE 
Visually and audibly monitors 
heart action, instantly signals 
Cardiac Arrest, and automati- 
cally provides effective 

external stimulation. 


ELECTRODYNE D-72 
External defibrillator is a 
proven instrument for clinical 
treatment of ventricular fibril- 
lation ond persistant tachy- 
cardia through the uno; 
chest. 


For further information write to: E : E fe T R (@) DYN E “Ooops! Sorry! Didn't realize my hands were that cold!” 
ELECTRODYNE CO., INC. 15 ENDICOTT ST. NORWOOD, MASS. 
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impetigo 


acute 
contact 


eczema 


infectious 
eczematoid 


dermatitis 


soap-and- 
water 


eczema 


» anti-inflammatory antipruritic antibacterial antifungal 


now also 
d. 
whom hydrocor ‘ 


available as a Lotion 
Viofor Supplied: VIOFORM-HYDROCORTISONE Cream, 
ly of V! write P.O. BOX 
tne, 
an \ J- 
| 277, CIBA, letterhead or | 
be made on P 


containing iodochlorhydroxyquin 3% and hydrocortisone 
1% in a water-washable base; tubes of 5 and 20 Gm. 


Lotion, plastic squeeze bottles of 15 ml. 
VIOFORM Lotion, 3%; plastic squeeze bottles of 80 ml. 
VIOFORM® (iod 


oxyquin CiBA) 


C IB A summit. 
WATCH YOUR MAIL FOR FULL-COLOR SLIDE DEMONSTRATION KIT WITH VIEWER 


AFTER 
CONTROL THESE SKIN CONDITIONS 
« | | 
AND MANY MORE 
| 


EQUANIL 


Meprobamate, Wyeth 


in the spectrum of stress 


a normotropic drug for these indications: 


muscle spasm anxiety and tension 

rheumatic disorders behavioralproblems menstrual distress insomnia 
cerebral palsy in children, pregnancy 

idiopathic petit mal hyperkinesis hypertension 


tension headache 


Anti-anxiety factor with pronounced 


muscle-relaxing properties 


Supplied: Tablets—400 and 200 mg., bottles of 50. (NEW) Wyseals* Equanit 
Tablets—400 mg., bottles of 50. Yellow, especially coated, easy to swallow, 
unidentifiable by patient. 


EQUANIL”, PHENERGAN® HCIt, SPARINE” HCIi— 
aia A Wyeth normotropic drug for nearly every patient under stress 


*Trademork. Promethazine Hydrochloride, Wyeth. $Promazine Hydrochloride, Wyeth 


Philadelphia 1, Pa, 
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HYDROCHLORIDE 
Promethazine Hydrochioride, Wyeth 


in the spectrum oO yf stress 


a normotropic drug for these indications: 


situational stress 


allergic disorders nausea and vomiting 
dermatological reactions obstetrical, pre- and 
motion sickness postoperative sedation 


Psychic sedative. Antinauseant. Antihistaminic. Potentiates 
CNS depressants, thus reducing dosage requirements for nar- 
cotics, analgesics, and sedatives 


Supplied: Injection—Each cc. contains 25 mg. of promethazine hydrochloride, vials of 
1 and 10 cc. For intramuscular or intravenous use. Tablets (scored}—12.5 and 25 mg., 
bottles of 100 and 1000. Suppositories—25 mg., boxes of 12. Syrup—Each 5-cc. 
teaspoonful contains 6.25 mg. of promethazine hydrochloride, bottles of 1 pint. 


feo EQUANIL®*, PHENERGAN® HCI, SPARINE® HCit — 
= A Wyeth normotropic drug for nearly every patient under stress 


*Meprobamate, Wyeth. TPromazine Hydrochloride, Wyeth. 


® 
Philadelphia 1, Pa. 
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muscle spasm anxiety and tension 


rheumatic disorders behavioral problemsin menstrual distress insomnia 
cerebral palsy children, hyperkinesis pregnancy 

idiopathic petitmal somatic conversion hypertension 

tension headache free-floating anxiety 


equanimity 


situational 


allergic disord 
dermatologica 
motion sickne 


obstetrical, pr 
postoperative 
nausea and u 


quiescen 


4.3 


i 
medical 
situational stress emergencies agitation withdrawal symptoms 
2rgic disorders apprehension acuteandchronicpsychoses withdrawal from 
rmatological reactions pain senile agitation alcohol, 
tion sickness hiccups alcoholism narcotics 
stetrical, pre- and hallucinations and other 
stoperative sedation delirium tremens addicting drugs 


usea and vomiting 


quiescence , tranquillity 


Stress—mental or physical— 
_ manifest itself within a broad spectrum 
of conditions, from simple 
anxiety to acute agitation; from 


muscle spasm to the racking pain 


of narcotic withdrawal. 
‘The 


spectrum gives.some insight 
into the wide range of stress conditions. 


consider c a Wyeth 


drug—EQUuaNil, PHENERGAN, SPARINE. 
One of these is excellently in 


Meprobs 


Anti-anxi 
muscle-re 


Suppliec 
mg., bot 
EQUANIL 
50. Yelle 
swallow, 


Bet, 
3 


within the spectrum of stress... 


A WYETH NORMOTROPIC DRUG FOR NEARLY EVERY PATIENT 


Philadelphia 1, Pa 


Prescribing information and comprehensive litercture available on request 


Meprobamate, Wyeth 


Anti-anxiety factor with pronounced 
muscle-relaxing properties. 


Supplied: Tablets—400 mg. and 200 
mg., bottles of 50. (NEW) Wryseais* 
Equani. Tablets—-400 mg., bottles of 
50. Yellow, especially coated, easy to 
swallow, unidentifiable by patient. 


*Trademark 


HYDROCHLORIDE 
Promethazine Hydrochioride, Wyeth 


Psychic sedative-— produces quiescence. 
Antinauseant. Antihistaminic. Potentiates 
CNS depressants, thus reducing dosage 
requirements for narcotics, analgesics 
and sedatives. 


Supplied: Injection—25 mg. per cc., 
vials of 1 cc. and 10 cc. For intramus- 
cular and intravenous use. Tablets— 
(scored) 12.5 mg. and 25 mg., 
bottles of 100 and 1000. Suppositories 
—25 mg., boxes of 12. Syrup—6.25 
mg. per 5 cc., bottles of | pint. 


HYDROCHLORIDE 
Promazine Hydrochioride, Wyeth 


Psychic and somatic tranquilizer for ap- 
prehension and agitation in acute and 
chronic psychoses, medical emergen- 
cies, alcoholism, withdrawal symptoms 
of alcoholism and drug addiction, 


Supplied: Injection—50 mg. per cc., 
vials of 2 cc. and 10 cc. For intramuscu- 
lar and intravenous use. Tablets—10 
mg. (green), bottles of 50; 25 mg. 
(yellow), 50 mg. (orange), 100 mg. 
(pink), and 200 mg. (red); bottles of 
50 and 500. Syrup— 10 mg. per 5 cc., 
bottles of 4 fi. oz. 


| 
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HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 


in the spectrum of stress 


@ normotropic drug for these indications : 


medical emergencies agitation withdrawal symptoms 
apprehension acute and chronic withdrawal from 
agitation psychoses alcohol, 
pain senile agitation narcotics, 
hiccups alcoholism and other 
hallucinations addicting drugs 
delirium tremens 


Potent psychic and somatic tranquilizer for patients with 


severe emotional or mental disturbances 


Supplied: Injection—50 mg. per cc., vials of 2 and 10 cc. For intramuscular or intravenous use. 
Tablets—10 mg. (grcen), bottles of 50; 25 mg. (yellow), 50 mg. (orange), 100 mg. (pink), 
and 200 mg. (red), bottles of 50 and 500. Syrup—10 mg. per 5 cc., bottles of 4 fl. oz. 


EQUANIL® *, PHENERGAN® HCIt, SPARINE® HCI— 
A Wyeth normotropic drug for nearly every patien! under stress 


*Meprobamate, Wyeth. tPromethazine Hydrochloride, Wyeth 


® 
Philadeipma 1, Pa. 
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N VISETTE 


Everything you need for taking an accurate, permanent, directly- 
recorded electrocardiogram is now available in a “‘package”’ the 
size of a portable typewriter, and that weighs only 18 pounds! 
This is the new Model 300 VISETTE — a completely modern, 
transistorized ECG recently introduced by Sanborn Company. 
The unique design has made possible for the first time a clinically 
accurate instrument that is truly compact and fully portable. 

By actual use — in your own examining room, in your patient’s 
home, at a hospital — you can discover the Visette’s value and 
portability. Convenience of use, greater ease of operation — and 
even simpler, faster servicing, should the need arise — comprise 
the design concept of this new Sanborn instrument. 

A comprehensive folder describing the Model 300 VISETTE 
electrocardiograph is available on request. Or call the Sanborn 
Company Branch Office or Service Agency in your locality for a 
demonstration in your office — to see for yourself the advantages 
of owning the ECG that “‘brings ’cardiography to your patient.” 


The established Sanborn Model 51 Viso-Cardiette is 
also available for those who prefer a larger, heavier 
(34 Ibs.) instrument — $785.00, delivered. Many doctors 
use their “51 Viso" in the office and the Visette on 
“cardiograph calls.” 


SANBORN COMPANY 


MEDICAL DIVISION 
175 Wyman Street, Waltham 54, Masse. 
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meprobamate 
prolonged 
release 


capsules 
venly sustain relaxation mind 


PROSPAN THERAPY 


TWO MEPROSPAN CAPSULES IN THE MORNING 
RELIEVE ANXIETY, TENSION AND SKELETAL MUS- LJ 
CLE SPASM THROUGHOUT THE DAY. 
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MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


and muscle ‘round the clock 


se 200 mg. of 


meprobamate in the form 
of coated pellets. 
The drug is continuously 
released over a period 
of 10 to 12 hours... 

s maintains constant 

level of relaxation 
minimizes the 


TABLET THERAPY | side effects 


at TWO MEPROSPAN CAPSULES AT BEDTIME 
. PROVIDE UNINTERRUPTED SLEEP THROUGH- 
QUT THE NIGHT. 


Dosage: Two Meprospan capsules q. 12 h. Supplied: Bottles of 30 capsules. 
Each capsule contains: Meprobamate (Wallace) ... 200 mg. 


dicarbamate 


Literature and samples on request 
® 
(ff) WALLACE LABORATORIES, New Brunswick, N.J. 
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Just two doses— 


and 


P.M. 
LIPO GANTRISIN rocte. 


... and you can be sure that your patients will have prompt, lasting plasma and 
urine levels. ; 


Lipo Gantrisin is an excellent pediatric form of Gantrisin, in which 2 doses a day 


are sufficient to combat most urinary and systemic infections of non-viral — non- 
rickettsial origin. 


ROCHE LABORATORIES * DIVISION OF HOFFMANN-LA ROCHE INC * NUTLEY 10 * N. J. 


Lipo Gantrisin® Acetyl — brand of acetyl sulfisoxazole in a homogenized mixture 


— 
} 
: 


Medrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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Wigeth Meprobamate 
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Antivert 


Shops Vert 
stops yertigo’ 
stops vertigo’ 
stops ver tigor 
stops ver tigo. 
stops vertigo 

stops vertigo 
stops ver tigo 
stops ver tigo 
stops’ vertigo’ 


stops vertigo 


and a glance at the formula shows two 
reasons why 


each ANTIVERT tablet contains: 


Meclizine (12.5 mg.) 


to ease vestibular distention 


Nicotinic Acid (50 mg.) 
for prompt vasodilation 


Dosage: one tablet before each meal. In bottles 
of 100 blue-and-white scored tablets. Prescrip- 
tion only. 
ANTIVERT in geriatrics 
Vertigo is a leading complaint among the aged. 
Help your elderly vertiginous patients with 
ANTIVERT. 


New York 17, New York 
Division, Chas. Pfizer & Co., inc. 


Radium and Radon for 
all Medical Purposes 


Prompt Delivery 


More than 40 years serving the 
Medical Profession 


RADIUM CHEMICAL CO., Inc. 


161 East 42nd Street 
NEW YORK 17, N. ¥. 
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to help you and to help the new made” S 


Ask your 
Wyeth Territory Manager = 


for the a 
S-N-A 
INFANT 
FEEDING 
SERVICES 


“Your Baby Book” 
“Modern Infant Feeding” 


“Instructions for Care and 
Feeding of Your Baby” 


Mother’s Gift 
Calculator 


Bassinet Cards 


S-NM-A 


FOOD FORMULA FOR INFANTS 


Concentrated Liquid 
Instant Powder 


This advertisement con- 
forms to the Code for 
Advertising of the Physi- 
clans’ Council for Intor- 
mation on Chitd Health. 


for sound 
infant nutrition 


Philadelphia 1, Pa. 
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HE’S OFF CAFFEIN ... 


but he still enjoys his coffee as much as ever! 


Hearty ... robust .. . full man-sized flavor! That’s new Instant 
Sanka Coffee. No matter how much coffee your patients like to 
drink . . . Instant Sanka can’t get on their nerves or keep them 


awake. All pure coffee. 97% caffein-free. 


.. 
COFFEE 


“Ts you 


A fine coffee from General Foods 


A 
INSTANT: 
— Re KA 
= 
: 
| 


NOW 


COUNTERACT 
DEPR! SSE. > 


|, 


® Relieves depression 
without euphoria 
—not a stimulant 


s Restores natural sleep 
without depressive 
aftereffects 
—not a hypnotic 


® Rapid onset of action 


= Side effects are 
minimal and easily 


controlled “D epr ol* 


Composition: Each tablet 
contains 400 mg. 
meprobamate and 1 mg. 
benactyzine HCl 


Average Adult Dose: 
1 tablet q.i.d. 


fy WALLACE LABORATORIES, New Brunswick, N.J. Literature and samples on request 


@0-6167 
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MO OD without TUMULATLOA 
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(CHLOROTHIAZIDE) 


EDEMA 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 

@ Orally effective-nonmercurial-diuretic activity equivalent 
to that of the parenteral mercurials. 

@Excellent for initiating diuresis and maintaining the 
edema-free state for prolonged periods. 

@Promotes balanced excretion of sodium and chloride— 
without acidosis. 


Any indication for diuresis is an 
indication for ‘DIURIL’: 

Congestive heart failure of all degrees of severity; premen- 
strual syndrome (edema); edema and toxemia of preg- 
nancy; renal edema—nephrosis; nephritis; cirrhosis with 
ascites; drug-induced edema. May be of value to relieve 
fluid retention complicating obesity. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide); bottles of 100 and 1,000. 


‘DIURIL' and 'INVERSINE! are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INc., Philadelphia 1, Pa. 
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INITIATE 'DIURIL' THERAPY 


'‘DIURIL' is given in a dosage range of from 250 mg. twice 
a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS 


The dosage of other antihypertensive medication (reser- 
pine, veratrum, hydralazine, etc.) is adjusted as indicated 
by patient response. If the patient is established on a 
ganglionic blocking agent (e.g., 'INVERSINE') this should 
be continued, but the total daily dose should be imme- 
diately reduced by 25 to 50 per cent. This will reduce the 
serious side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 


The patient must be frequently observed and careful ad- 
justment of all agents should be made to determine opti- 
mal maintenance dosage. 


BENEFITS: 


® improves and simplifies the management of hypertension 
® markedly enhances the effects of antihypertensive agents 


® reduces dosage requirements for other antihypertensive agents 
—often below the level of distressing side effects 


® smooths out blood pressure fluctuations 


INDICATIONS: management of hypertension 


Smooth, more trouble-free management of 
hypertension with ‘DIURIL’ 


55 | 
3 
d 
(4 & | 
2 
|) 
| 
\ 
| 
| 


J.A.M.A., March 29, 1958 


FROM OTHER PAGES 


Florence Nightingale, Pioneer of Public Health 
and Statistics 


The name of Florence Nightingale is firmly connected 
in our minds with the Crimean War and the development 
of the nursing profession. . . . During the Crimean War 
the British Army venerated her and she, in her turn, fell in 
love with the ordinary British soldier. After her return to 
England she set herself the task of improving living condi- 
tions in the Forces. She collected facts about Army health, 
analysed them statistically and then drew up recommenda- 
tions for improvement. . . . She was the first to present 
statistical results in the form of pictorial charts. Her influ- 
ential friends were used to put this material before the 
Royal Commission on the health of the Army. Often she also 
submitted recommendations directly to the Secretary of War. 
In this way she strengthened the position of the Regimental 
Medical Officer as adviser of the Commanding Officer in 
matters of health. An efficient system of health statistics and 
a sanitary code for Army barracks were established. She also 
introduced educational classes and reading rooms to keep the 
soldier off the streets and away from the taverns. 

In 1861, 5 years after her return from the Crimea, the 
Royal Commission on the health of the Army in India was 
established. By collecting facts from every station she be- 
came, without ever having been there, the greatest expert 
on India. She realized that before the living conditions of 
the Army could be improved the sanitation and irrigation 
of the villages had to be reformed. . . . 

Hospital planning was another of her principal interests. 
She did not believe in unorganized devotion and therefore 
introduced a system of bells so that the patients could call 
the nurses and dumb-waiters to transport food from the 
kitchen to the wards. Apart from hospital nursing Florence 
Nightingale also took a great interest in the Englsh village 
and did much to make the district nurse the familiar figure 
which she is today. By analysing the statistics of births and 
deaths she discovered that in 1871 it was much safer to have 
a baby at home than in any of the crowded hospitals and 
she advocated small rooms for maternity hospitals. This was 
at a time when surgical antisepsis was in its infancy and 
scientific bacteriology was unknown.—B. Ruebner, M.D., 
Florence Nightingale, Pioneer of Public Health and Medical 
Statistics, The Nova Scotia Medical Bulletin, October, 1957. 


Who Suffers No Worry or Sorrow? 


Alexander the Great told his mother: “Prepare a grand 
feast and invite anyone who suffers no worry or sorrow.” 
The tables were set but no one attended the feast. For not 
one person was found who was free from worry and care, 
and therefore no one came to eat.—Prof. Dr. A. Siibey] 


Unver, “The Wisdom of Alexander the Great,” in “Four 
Medical Vignettes from Turkey,” International Record of 
Medicine, January, 1958. 


and WHO 
Because of the confusion on the part of many doctors in 
distinguishing between the World Health Organization 
(WHO) and World Medical Association (WMA), Academy 
Member Olson recently prepared a statement of the differ- 
ences between the two organizations. The following has 


been sent out by WMA: 


The World 
Medical Association 


1. WMA is an organization 
of national medical associa- 
tions. The unit of membership 
is the medical association. It 
is completely nongovernmen- 
tal. It is not part of the U. N. 
It is a voluntary organiza- 
tion. 


2. WMA represents the 
practicing medical profession. 


3. WMA was organized in 
1947 by AMA representa- 
tives and Western European 
medical leaders. Purpose was 
to exchange medical knowl- 
edge, to protect the freedom 
of medicine, and promote 
world peace. 


4. Each member association 
sends two delegates, two 
alternate delegates and ob- 
servers to the General Assem- 
blies—the supreme policy- 
making body of WMA. 


5. The executive body is the 
Council. This meets twice a 
year and comprises 11 mem- 
bers elected from the assem- 
bly and the president, 
president-elect and treasurer. 


6. WMA is supported by 
members’ dues and contribu- 
tions and the annual budget 
is about $165,000. 


The World 
Health Organization 


1. WHO is an intergovern- 
mental health agency. Unit 
of membership is the mem- 
ber and nonmember govern- 
ments of the U. N. that ac- 
cept the nine principles upon 


which WHO is founded. 


2. WHO represents govern- 
ments in medicine. 


3. WHO is the result of pro- 
posal of U. N. in 1945 to 
create a specialized agency 
to deal with all matters re- 
lated to health. 


4. Each member government 
sends three delegates, chosen 
preferably from the national 
health administration of the 
government, to the annual 


World Health Assembly. 


5. The 
the executive body and con- 
sists of 18 members elected 


executive board is 


to represent 18 member gov- 
ernments. 


6. Supported by dues allo- 
cated by the U. N. scale and 
the budget for 1958 was $13 
million. 


—World Education Congress Approved at Recent WMA 
Meeting in Istanbul, GP, January, 1958. 
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easier 
antipyretic—analgesic 
relief 


you help her recover more easily 
when you prescribe 


Tempra 


Acetaminophen, Mead Johnson 


drops /syrup 


Tempra is the first physician-controlled 
antipyretic—analgesic in two liquid dosage 
forms—wild-cherry-flavored Drops and 
mint-flavored Syrup. Both are readily 
accepted, well tolerated and easy for the 
mother to give, without forcing or fussing. 


Since Tempra is on Rx only, you have 
better control of medication and dosage... 
parents have added confidence. 


For detailed brochure on Tempra—you are 
cordially invited to ask your Mead Johnson 
Representative or write us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 
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Also available: 
tablets, ampuls, Spansule® 
sustained release capsules, 
syrup and suppositories. 


Smith Kline & French 
Laboratories, Philadelphia 


new! multiple dose vials 


for immediate effect— 
always carry one in your bag 


_ ¥T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F, 
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NEW... 


for the anginal heart 


POSITIVE 
CORONARY 


Penite provides positive coronary vasodilation 
to increase oxygen supply to the myocardium. 
Furthermore, by reducing stress and tachy- 
cardia, the work load of the heart is reduced. 


Results of clinical studies show that Penite can 
provide unsurpassed freedom from anginal at- 
tacks. 


“We have recently had gratifying results from 
... [Penite] tablets. 


“In our experience so far, the number of an- 
ginal attacks has been sharply reduced... .’’' 


EACH PENITE TABLET CONTAINS: 


Nitroglycerin ............ (1/200 gr.) 0.38 mg. 
_Pentaerythritol tetranitrate .......... 10.0 mg. 


Usually, swallow one tablet before each meal and 
one at bedtime if needed. Clinical supplies on 
request. 


1. Plotz, M.: Coronary Heart Disease, Hoeber-Harper, New 
York, 1957, p. 299. 


PENITE 


TABLETS 


CARNRICK 


G. W. Carnrick Company ¢ Newark 4, New Jersey 


J.A.M.A., March 29, 1958 


The Cosmetic Answer 


More and more doctors are coming to realize that 


the problems of many of their patients can be answered 
by the intelligent use of the right cosmetics. 


Frequently, disfiguring marks can be effectively con- 


cealed with a resultant improvement in the subject's gen- 


eral outiook on life. 


There are many periods in a woman’s life when an 


interest in improving her appearance goes a long way 


| towards restoring a sense of well-being. 


We suggest that a normally healthy person enjoys 


looking attractive as well as feeling fit. 


We also suggest that the services of a Luzier Cos- 
metic Consultant can be of help in all cases where a 


restoration of self-confidence is a factor. 
Luzier Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY 41, 
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“Doctor, you simply must get me back to feeling 
normal again!—Find something wrong with me!” 
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“Here’s the gentleman who was complaining “I'd say, Mrs. Collis, that your laryngitis is a 
of ‘tired blood’, doctor!” direct result of claustrophobia of your tongue.” 
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experience is the best teacher 


where steroid effects are concerned 


experience with Meticorten 
in long- and short-term therapy 
in over 4,200,000 patients teaches -- 
dermatologic side effects practically 


never occur with 


prednisone 


nothing takes the place of experience 


in long-term steroid therapy 
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MANAGEMENT OF THE SERIOUSLY ILL ASTHMATIC 


Giles A. Koelsche, M.D., Haddon M. Carryer, M.D., Gustavus A. Peters, M.D. 
and 
Lowell L. Henderson, M.D., Rochester, Minn. 


ESPITE the last two decades’ accumula- 
tion of knowledge concerning the cause 
of asthma and the many preparations— An essential objective in the treatment of 
including steroids and ACTH—which seriously ill asthmatic patients is control of 
have been advocated for its treatment, the care the environment. This usually means hos- 
of the patient acutely beset with this disease pitalization in a private room especially 
is yet, as always, a challenge. This discussion is prepared to eliminate all usual irritants. 
directed toward those situations in which the Four further objectives are rest, control of 
asthma has become so severe, disabling, and re- cough, liquefaction of sputum, and control 
fractory to therapeutic measures practicable in the of anoxemia. A sixth objective must be con- 
home that hospitalization is desirable, if not im- sidered in asthmatic patients of long stand- 
perative. ing, namely the management of complica- 
With these cases our goals today as in the past tions such as emphysema, bronchostenosis, 
are to provide symptomatic relief and to establish respiratory infections, drug allergies, and 
the cause and the complications, if any, and to re- intercurrent surgical conditions. Steroids will 
move them. If the asthma is severe, investigation of usually control the symptoms of asthma 
causative factors is postponed until the condition promptly, but their prolonged use is danger- 
has been brought under control. As an exception, ous. Medication affords only symptomatic 
however, the possibility that some drug allergy is relief in asthma and cannot overcome the 
the cause should be considered early. It is not bad effects of poor environmental control. 
always possible to identify the specific etiological 
factor; but if it can be found and eliminated, as in 
patients with extrinsic asthma, the condition can in 
effect be cured. Actually, if only his symptoms can Therapeutic Objectives and Methods 
be controlled the acutely ill asthmatic likely will In the management of these patients, we con- 
be very happy and well satisfied. The scientifically ceive five major therapeutic objectives which one 
motivated physician, however, is always searching should strive to attain as soon as possible after 
for more than this. their hospitalization. 


From the Section on Medicine, Mayo Clinic and Mayo Foundation. The Mayo Foundation is a part of the Graduate School of the University of 
Minnesota. 
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Environmental Control.—Environmental control 
is approached by placing the patient in a specially 
prepared private room. Ideally this should be de- 
void of dust, drafts, drapes, flowers, noise, strong 
odors, smoke, rugs, and relatives. Dustproof covers 
should be placed on the mattress and pillows be- 
fore the patient arrives. A window filter to exclude 
pollen and dust is essential if pollen is in season 
or if the hospital is in a dusty location. An asth- 
matic patient and the care he requires will disrupt 
the rest and quietude of other patients if he is put 
in a ward; hence a private room is essential. 

If the asthma abates dramatically in the first 24 
to 48 hours, extrinsic factors probably have been 
important in causing it. Conversely, if the asthma 
fails to improve rapidly under such circumstances 
it is more likely that intrinsic factors chiefly are 
responsible for it. 

When the acute phase of the asthma has been 
controlled, then etiological study—including special 
consideration of possible exposure to allergens con- 
sequent to seasonal, dietary, or environmental fac- 
tors incident to occupation, residence, or travel, as 
well as the performance and appraisal of skin sen- 
sitization tests—may be undertaken. Careful inquiry 
regarding medicaments which the patient has used 
and possible allergic reactions to any of these is 
essential. 

“Will a change of climate help?” is a question 
asked often by the patient or a well-meaning rela- 
tive. It is not an easy one to answer categorically, 
since we know of no climate where asthma does 
not occur. Furthermore, the emotional stress inci- 
dent to leaving one’s established occupation and 
friends and starting all over again in another part 
of the country may actually aggravate asthma. If 
the patient’s condition is always worse in cold, 
damp weather and relatively clear in the summer, 
the physician might suggest that he try spending 
several months of the winter period where the 
weather at that season is warm and dry. Only 
thereafter, if much improvement is noted, should 
the patient consider a more permanent change of 
climate. 

Rest.—Relief from the asthmatic paroxysm can- 
not be expected until the patient is both mentally 
and physically at ease; thus rest becomes a second 
major objective of treatment. Anxiety is a prime 
factor in aggravating the severity of status asth- 
maticus. Through loss of sleep, mounting fears, 
and the tiring effect of repeated episodes of breath- 
lessness, a self-perpetuating state of utter physical 
and emotional exhaustion develops. 

The reassuring approach and confident attitude 
of the physician are effective remedies for this 
condition. Let nothing ever be said in the presence 
of the patient by physician or nurse which could 
lead the patient to believe that his condition is 
out of the ordinary in any way or that the outcome 
will be anything but favorable. 
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The intelligent use of sedatives also is important 
in securing rest for the patient, but one must bear 
in mind that asthmatics as a group tolerate them 
poorly. Those which have a depressant action on 
the respiratory center should not be used. We pre- 
fer to rely on such preparations as chloral hydrate, 
paraldehyde, and phenobarbital. Because of their 
sedative effect certain antihistamines may be useful 
in such cases. Chlorpromazine and promazine 
(Sparine) have been helpful in tranquilizing these 
patients. In our opinion, drugs such as morphine, 
codeine, meperidine (Demerol) hydrochloride, and 
dihydromorphinone (Dilaudid) hydrochloride are 
to be avoided strictly, some because of their de- 
pressant action on the respiratory center and all 
because of their habit-forming properties. 

When the acute asthmatic symptoms are con- 
trolled, for the long-term purpose of enabling the 
patient to avoid exacerbation of his asthma by 
leading a tranquil life, psychiatric consultation may 
be considered in selected cases. We believe that 
very few asthmatic patients need complete psy- 
chiatric evaluation, but there is a small group with 
emotional problems who may derive some help 
from this approach. 

Control of Cough.—Coughing aggravates bron- 
chitis and produces bronchospasm and thus in- 
creases dyspnea and wheezing; control of it is an 
important third objective. Many patients have the 
habit of overcoughing, which can itself be ex- 
hausting and debilitating. 

The physician should keep encouraging the pa- 
tient to try earnestly to suppress his desire to cough. 
The simple device of having him suck on some hard 
candy may help much in this regard. Also, it is 
important for him to avoid the inhalation of all 
types of respiratory irritants, since these provoke 
coughing. As examples may be mentioned cold air, 
irritating fumes, strong odors, and smoke from 
tobacco and other sources, including that from 
burning stramonium leaves. In our opinion, no 
asthmatic patient should smoke. Finally, inhalations 
of steam seem to mitigate bronchial irritation for 
some patients and thus allay the desire to cough. 

Liquefaction of Sputum.—Many persons who 
have died in status asthmaticus have been found 
to have the terminal bronchi plugged with casts of 
mucus which they have been unable to raise. 
Liquefaction of sputum thus is another major ob- 
jective. 

Hydration is one approach to this problem. The 
sputum in most cases of status asthmaticus is thick 
and tenacious, and is raised with difficulty because 
the patients are dehydrated. Adequate intake of 
fluid combats this effectively in many instances. 

The intravenous administration of 2 to 3 liters 
of 5% glucose may be warranted during the first 
24 hours of hospitalization, especially if the weather 
is warm or if the patient is not taking fluids well by 
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mouth. One must be careful not to give too much 
fluid parenterally to individuals whose asthma is 
complicated by borderline cardiac decompensation 
or early cor pulmonale with severe emphysema. 
When the patient becomes able to drink 10 to 14 
glasses of liquid daily, the intravenous administra- 
tion of fluids as a hydrating measure mav be dis- 
continued. 

Expectorants should be accounted an adjuvant 
to hydration, since their thinning effect on sputum 
is negligible until the patient’s body fluids are re- 
stored. Effective preparations of this group are 
sodium iodide and potassium iodide; we usualls 
employ a total daily dosage of 0.65 to 1 Gm. In- 
tolerance commonly is manifested by painful, 
swollen salivary glands 24 to 48 hours after the 
medication is started, or as an iododerma which 
may become apparent after four to seven days of 
administration. The development of  periarteritis 
nodosa following the use of iodides has been re- 
ported.’ We have encountered one serious reaction, 
possibly partly of this tvne, with fatal termination. 
Sensitivitv to penicillin likely was the major etio- 
logical factor, although a reaction to the iodide 
mav have contributed also. The use of arsenic for 
these patients is to be avoided because of the 
serious cumulative toxic effects of this substance 
For patients clinically sensitive to iodides, ammon- 
ium chloride may be used as a substitutive ex- 
pectorant, although its effectiveness in this regard 
is less. 

The use of highly purified proteolytic enzymes 
and certain detergent solutions by aerosolization 
has been advocated for diseases like asthma in 
which thick, viscid sputum is a problem, but our 
experience with these preparations is that they are 
irritating and not helpful. 

Control of Anoxemia.—In status asthmaticus, an- 
oxemia is the consequence of excessive secretion 
of mucus by the bronchial mucosa, edematous 
swelling of this mucosa, and bronchoconstriction. 
Control of anoxemia is the fifth objective, and the 
use of bronchodilators and the inhalation of gases 
help to achieve it. 

Of the bronchodilators, aminophylline (a xan- 
thine derivative) is useful, either intravenously in 
a dosage of 0.25 Gm. or rectally as a suppository or 
retention enema in a dosage of 0.5 Gm. Theophyl- 
line-methylglucamine (Glucophylline) rectal sup- 
positories are equally effective and rarely cause 
rectal irritation. When the acute phase of the 
asthma has passed aminophylline may be used 
orally, often in combination with an ephedrine de- 
rivative and phenobarbital: but its therapeutic 
efficacy by this route of administration is less. 

Ephedrine or related substances like phenylpro- 
panolamine (Propadrine) hydrochloride or meth- 
oxyphenamine (Orthoxine ) hydrochloride are used 
commonly with aminophylline and a_ sedative. 
Ephedrine is supposed to slow the rate of enzymat- 
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ic destruction of endogenous epinephrine. It may 
cause cerebral excitation or increase in the symp- 
toms of prostatic obstruction; hence it must be 
used with some care in older men. Methoxy- 
phenamine reputedly has less vasospastic action 
than ephedrine and thus may be used with greater 
theoretic safety in asthmatic patients with severe 
hypertension. 

In status asthmaticus, epinephrine and its deriva- 
tives usually have lost their effectiveness in reliev- 
ing bronchospasm, at least temporarily. If thev 
have not, or when the stetus is controlled, thev 
should be tried. Epinephrine mav be taken by 
inhalation, most frequently, of a 1% solution. It 
should be used with some caution in the aged. Pa- 
tients who are to take it by injection should use a 
1:1,000 aqueous solution and should be instructed in 
self-administration. This helps to obviate anxiety 
which they may feel during acute attacks while 
waiting for the phvsician to come. 

Isoproterenol, which is isopropv! norevinephrine, 
is supposed to cause fewer cardiovascular side- 
effects. It is to be used only by inhalation. either 
aS an aqueous solution or aS a powder ( Noriso- 
drine ). 

The inhalation of oxygen either alone or in com- 
bination with helium is another effective wav to 
combat anoxemia. The percentage of oxvgen used 
in the mixture may range anvwhere from 20 to 100 
and is determined by what seems to afford the pa- 
tient the most relief. If helium is part of the mix- 
ture employed, it is well to advise the patient that 
his voice will be high pitched during the period of 
inhalation 

There are three effective wavs by which oxvgen 
can be administered. The first is by means of a 
nasal catheter. It is the simplest method and affords 
an effective concentration of the gas, though not so 
high as the other wavs. The second is bv the 
oxygen tent. This makes possible a concentration 
which approaches 50% and has the added ad- 
vantage of providing the patient with an_air- 
conditioned, allergen-free atmosphere. The third 
method of administration is the BLB mask. This is 
the only efficient and economical wav to administer 
mixtures of oxygen and helium, and the device also 
makes possible the administration of 100% oxygen. 

The inhalations of oxygen by patients who have 
severe asthma without significant degrees of em- 
physema may be continued for 24 to 48 hours or 
may be used intermittently, depending on how the 
patient is progressing. Positive-pressure devices such 
as the Bennett valve or mine safety valve have not 
proved helpful at the Mavo Clinic in the treatment 
of status asthmaticus. 


Complications 


In the over-all and long-term handling of bron- 
chial asthma, special consideration is required for 
a number of conditions which may be associated 
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with it or develop during its course. The control 
of these complications as it relates to the manage- 
ment of severe asthma might be regarded as a sixth 
objective. 

Emphysema.—A complication encountered not 
infrequently, emphysema poses hazards in one of 
three ways. The first is that the overuse of oxygen 
may lead to an alarming train of developments. In 
severe emphysema, there is difficulty in ridding the 
venous blood of its accumulated carbon dioxide. 
Hence there is some increase in the carbon dioxide 
content of the circulating blood, and the respiratory 
center becomes less sensitive to it. Oxygen want 
rather than carbon dioxide accumulation becomes 
the regulating factor of respiration. The adminis- 
tration of high concentrations of oxygen by inhala- 
tion under such circumstances may suppress the 
respiration and lead to hypercapnea, convulsive 
seizures, and transient coma. This danger is less if 
the oxygen is given by means of a nasal catheter. 

The second hazard is the spontaneous rupture of 
an emphysematous bleb. Should this be situated on 
the visceral pleura, spontaneous pneumothorax will 
result. If the rupture occurs on the mediastinal 
pleura, the patient will develop mediastinal and 
subcutaneous emphysema. 

The third hazard is the development of acute cor 
pulmonale with congestive failure and sometimes 
rather sudden death. The prophylactic digitaliza- 
tion of patients with this type of problem has much 
to be said in its favor. 

Therapeutic measures to be considered for em- 
physema include breathing exercises, the inhalation 
of bronchodilating drugs, intermittent positive- 
pressure breathing, pneumoperitoneum, and_ the 
use of an abdominal belt. Control of cough and the 
associated bronchitis is most important. Our results 
from the use of radioiodine and those reported by 
others * have not been encouraging. 

Bronchostenosis.—Another complication, bron- 
chostenosis, was found in 327 instances in a recent 
series ° of 1,034 asthmatic patients who underwent 
bronchoscopy. Bronchostenosis produces the spu- 
tum retention syndrome, which is characterized by 
fever, cough, hemoptysis, and usually exacerbation 
of the asthma. Often the condition is diagnosed as 
pneumonia; but physical examination discloses sup- 
pression of the breath sounds distal to the stenotic 
bronchus, and 30% of the 327 cases afforded roent- 
genographic evidence of atelectasis in the same 
area. Bronchoscopic examination and dilatation of 
the stenotic bronchus was followed by marked im- 
provement of the asthma in many instances. 

Respiratory Infections.—Acute infections in any 
part of the respiratory system, such as pneumonitis, 
tracheobronchitis, or sinusitis, complicate the man- 
agement of severe asthma. The prompt, adequate 
use of antibiotics will lessen the hazard of these. 
Surgical operations on the sinuses as indicated 


should be carried out when the acute infection has 
subsided or if the suppurative disease of the sinuses 
is chronic. 

Surgical Conditions.—Special precautions must 
be taken for the asthmatic patient in whom indica- 
tions for stirgical measures appear. Generally 
speaking, elective operations should be deferred 
until the asthma is controlled; but conditions such 
as malignancy, acute cholecystitis with stones, com- 
plicated duodenal ulcer, or a large hernia may 
render early treatment imperative, despite the po- 
tentially increased risk. The preoperative use of 
steroids will help to get intractable asthma under 
control before operation; and certainly if the pa- 
tient has been taking steroids for some time already, 
they should be used to enable him to stand the 
extra stress of an operation. 

In selecting anesthetics one must remember that 
asthmatic patients, more often than most, react 
unexpectedly and badly to those ordinarily used— 
for example, to cocaine given topically for bron- 
choscopy or to thiopental sodium given intravenous- 
ly. Ether is one that may be used safely, and it 
may even help to control the asthma. 

Finally, the frequency of postoperative complica- 
tions such as atelectasis may be lessened by re- 
peated inhalations, during five minutes every hour 
for a few days postoperatively, of a mixture con- 
taining 95% oxygen and 5% carbon dioxide. 

Drug Allergy.—The management of asthma may 
be complicated greatly by drug allergy, unless this 
condition is suspected and detected early. The 
clinician must be certain that the patient is taking 
no medicament to which he might be sensitive, 
such as aspirin and its derivatives or certain anti- 
biotics. 

Other Complications.—A few rarer complicating 
conditions may be mentioned. Laryngeal lesions 
may simulate, may be coexistent with, and if un- 
recognized certainly will hinder the effective man- 
agement of severe asthma. A laryngeal tumor or 
paralyzed vocal cords secondary possibly to malig- 
nant changes in the thyroid should be excluded 
early. Additional infrequent complications of status 
asthmaticus include rupture of the esophagus,* 
spontaneous fracture of a rib, and tussive syncope. 


Use of Steroids and Corticotropin 


A discussion of the management of the seriously 
ill asthmatic would not be complete without a few 
general comments on the role of steroids and 
corticotropin in this problem. Although medical 
literature is replete with articles on the use of 
steroids in allergic disorders, the mechanism by 
which they alleviate asthma still is not established. 
They relieve stress, and essentially their use is 
symptomatic. Some evidence indicates that their 
usefulness is on the basis of an antihyvaluronidase 
effect. 
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It is fair to state that the most common misuse 
of steroids is their overuse. We believe that the 
following are the main indications for employing 
steroids or corticotropin in this group of patients: 
(1) serious asthma which has not responded to 
standard therapeutic procedures, (2) asthma so 
critical as to allow no time either to try simpler 
measures or to assess contraindications for steroids, 
(3) acute exacerbation in a patient in whom 
steroids had been used continuously for several 
months already (an indication for increased dosage 
as a temporary expedient), (4) the need to get an 
asthmatic who requires surgical treatment into the 
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The method of administering steroids varies 
among competent workers. Some advise continuous 
use over long periods and speak of the initial clear- 
ing dosage and the subsequent maintenance dosage. 
We prefer the use of short, intensive courses of per- 
haps 3 to 10 days’ duration, with repetition of these 
at intervals if necessary. The selection of a prepara- 
tion for use is a matter of individual preference, 
but it seems likely that, milligram for milligram, 
prednisone and prednisolone are more effective 
than other steroids and are less likely to cause 
changes in the electrolytes of the body. 


Comment 


best preoperative condition as quickly as possible, 
and (5) the desirability of an added margin of 
safety against the extra stress of surgical treatment 
for a patient who needs an operation and who has 
been using steroids for several weeks or months. 
The advantage of steroid therapy is that usually 
it will control the symptoms of asthma effectively 
and rapidly, whether they are of extrinsic or of 
intrinsic origin; but there are several disadvantages. 
Steroids cause atrophy of the adrenal cortex, and 
use of corticotropin may lead to degenerative 1. Rasmussen, H.: Iodide Hypersensitivity in Etiology of 
changes in the anterior lobe of the pituitary. The Periarteritis Nodosa, J. Allergy 2@2394-407 (Sept.) 1955. 
asthmatic symptoms often tend to recur within 2. Hurst, A.; Levine, M. H.; and Rich, D. R.: Radio- 
is stopped. Their prolonged use is dangerous; many Aug.) 1955. 
undesirable conditions are brought on or aggravated ~ 3. Mears, T. W.; Prickman, L. E.; and Moersch, H. J.: 
by them and therefore contraindicate their employ- Bronchostenosis Complicating Asthma, J. A. M. A. 132s 
ment. Examples of conditions thus brought on are 997-1000 (July 11) 1953. 
osteoporosis, diabetes mellitus, and hypertension; 


4. Mitchell, R. E., Jr.; Derbes, V. J.; and Akenhead, 
: ; W. R.: Rupture of Esophagus: Two Instances of Hitherto 
those aggravated by steroids include pulmonary 
tuberculosis and peptic ulcers. 


The management of asthma remains a problem 
of many facets. It is not too difficult to outline 
didactically a program of treatment, but in practice 
all of us will encounter cases that will tax our 
therapeutic ingenuity to the limit. Finally, medi- 
cines afford only symptomatic relief, and none is 
good enough to overcome the bad effects of poor 
environmental control. 
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ODGKIN’S DISEASE.—In 1832 Sir Thomas Hodgkin collected and described 
seven cases of combined lymphadenopathy and splenomegaly. It detracts 
but little from his observation that some of these cases were later proved 

to suffer from illnesses other than that which we now call Hodgkin’s disease. Wilkes 
added to the clinical description of the entity in 1865, and memorialized Hodgkin 
by applying his name to the disease. Greenfield in 1878 provided . the initial 
pathological description which was further developed by Goldman in 1892 and 
Sternberg in 1898. Dorothy Reed recognized and emphasized the importance of 
the characteristic giant cells, now named for her, in 1902. The etiology of Hodg- 
kin’s disease remains entirely unexplained. Initially various microorganisms includ- 
ing the tubercle bacillus, brucella, diphtheroid organisms, and several mycotic 
forms were incriminated. However, most workers now feel that these were acci- 
dental contaminants. An extensive review of the investigative evidence relating to 
viruses as possible etiologic agents in Hodgkin's disease has been presented by 
Bostick. Some authors have emphasized the neoplastic nature of the disease, and 
have stressed the clinical and histologic relationship between this entity and other 
lymphatic tumors. In considering this problem it should be remembered that no 
infectious agent or serological reaction has been consistently identified in this illness, 
nor has the lesion been reproduced in or transmitted to laboratory animals, although 
a reticulum cell neoplasm of mice, described by Dunn, bears a considerable mor- 
phologic resemblance to Hodgkin's disease.—F. A. Brown and H. S. Kaplan, Hodg- 
kin’s Disease: A Revised Clinical Classification and an Approach to the Treatment 
of Its Localized Form, Stanford Medical Bulletin, August, 1957. 
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ELECTRIC STIMULATION OF BREATHING IN CHRONIC LUNG DISEASES 


George W. Holmes, M.D., William B. Buckingham, M.D., David W. Cugell, M.D. 


and 


Kurt Kirchner, M.D., Chicago 


The prevention of bronchial infection, pulmo- 
nary congestion, and atelectasis in postoperative 
patients, or people otherwise rendered relatively 
immobile, is often attempted by exhorting the pa- 
tient to “take a deep breath.” Intermittent carbon 
dioxide inhalation, blowing up balloons, pounding 
on the chest, frequent postural changes, and a host 
of other measures have also been employed. The 
purpose of all such maneuvers is to promote bron- 
chial drainage, to prevent the accumulation of se- 
cretions, and to thus maintain a patent airway to 
the lungs. 

Active, forced breathing efforts by the patient 
have also been employed as a therapeutic measure 
in chronic empyema and obstructive pulmonary 
emphysema. In chronic pleural disease the regular 
use of breathing exercises is said to accelerate the 
resolution of fibrinous and hemorrhagic exudates 
within the pleural cavity.’ Patients with chronic ob- 
structive pulmonary emphysema have been treated 
with graded breathing exercises in an attempt to 
improve ventilation by utilizing the abdominal mus- 
culature for active participation in the expiratory 
phase of the breathing cycle. 

It is difficult to ascertain whether breathing ex- 
ercises have any significant value in the various 
conditions for which they have been advocated. 
Wide clinical experience is necessary because a 
series of comparable untreated patients as controls 
is difficult, if not impossible, to acquire. In any 
individual case of chronic pleural disease it may 
not be possible to know whether the use of breath- 
ing exercises significantly accelerates the healing 
process. From their broad experience with 600 pa- 
tients with empyema, Sellors and Cruickshank ' be- 
lieved their exercises to be definitely beneficial. In 
chronic obstructive emphysema, breathing exercises 
have been reported as favorable * and also as of no 
benefit.” Both points of view are supported by the 
results of pulmonary function tests.* These diverse 
opinions emphasize the difficulty of evaluating the 
results of long-term therapy in any chronic disease. 

Patients who are debilitated by chronic illness 
may be unable to exert the necessary physical and 
mental effort to perform breathing exercises prop- 
erly. The use of electric muscle stimulation might 
augment the respiratory effort to produce a maximal 
contraction of the breathing musculature and 
thus increase the tidal volume. Becklake and asso- 
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The efficacy of intentionally deep breath- 
ing in the treatment of chronic pulmonary 
disease has been questioned. The method 
here described employs a portable generator 
of electrical stimuli. A band-like electrode 
applied along the costal margin stimulates 
the peripheral portions of the diaphragm for 
inspiration; a pair of flat electrodes applied 
over the two parts of the m. rectus abdomi- 
nis induces expiration. Intensity and timing 
can be adjusted. Treatments lasting 10 to 
15 minutes were given two or three times 
a week to 34 patients with pulmonary con- 
ditions that were not responding to other 
therapeutic measures. A group of 13 pa- 
tients with chronic obstructive pulmonary 
emphysema proved to be the most difficult 
to evaluate and had the least satisfactory 
clinical responses. In the remaining patients 
(five with empyema, seven with traumatic 
conditions, and nine recovering from lobec- 
tomy) evidence from ventilation measure- 
ments, chest roentgenograms, and other 
criteria showed significant improvement dur- 
ing the weeks of treatment. It is pointed out 
that a series of comparable untreated pa- 
tients is difficult, if not impossible, to ac- 
quire. The treatment seemed to hasten the 
resolution of exudates and the mobilization 
of the diaphragm. The patients accepted it 
readily and showed no adverse effects. 


3a 


ciates ** used electric stimulation during expiration 
in conjunction with breathing exercises for the 
therapy of chronic obstructive emphysema _ but 
noted no additive effect. Dr. Hofmann, of Germany, 
has designed an apparatus which electrically stimu- 
lates the respiratory musculature during both in- 
spiration and expiration.” It has been used in 
Europe on patients with asthma, emphysema,” bron- 
chitis and silicosis.” Increased exercise tolerance, 
weight gain, and improved vital capacity were re- 
ported.° The improvement was attributed to better 
diaphragmatic motion, increased contraction of the 
accessory muscles of respiration, improved venous 
return to the heart, and fewer postoperative pulmo- 
nary complications.” Occasional vital capacity de- 
terminations, before and after treatment, were 
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performed,’ but otherwise the results of therapy 
were not substantiated by laboratory data. In polio- 
myelitis and cardiovascular diseases, inconstant 
benefit was noted.” This paper reports our experi- 
ences with a Hofmann device in a group of patients 
with various chronic pleural diseases and in an- 
other group with chronic obstructive emphysema. 


Materials and Methods 


The stimulator is a portable machine, weighing 
approximately 11 kg., which operates from a 110 
or 220 volt alternating current source. The machine 
consists of a power supply, automatic timing circuit 
which controls the breathing frequency and the 
relative duration of each phase, various electrodes 
for application to the chest and abdomen, and a 
manual switch for emergency cut-off or manual 
control of the duration of each phase of respiration. 
In normal operation, the inspiration and expiration 
circuits are alternately switched on and off auto- 
matically. The respiratory frequency can be varied 
from 6 to 60 per minute and the time ratio of the 
duration of inspiration and expiration can be ad- 
justed from 1:1 to 1:2. With the manual control, 
expiration can be prolonged to any desired dura- 
tion. Current strength is independently variable in 
each circuit. 
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Fig. 1.—Waveform of applied stimulus. Impulses occur 
every 20 msec. and gradually increase in intensity for 0.3 
seconds at which time they reach maximal value for which 
machine has been set. 


The apparatus supplies a series of impulses 20 
msec. apart of gradually increasing intensity and 
duration (fig. 1 and 2). Peak current can be ad- 
justed up to a maximum of 120 ma., which cor- 
responds to a meter reading on the machine of 6 
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ma. because the inertia of the milliameter is such 
that it gives an average reading throughout each 
phase of the respiratory cycle. Voltage depends 
upon the resistance of the skin and the particular 
muscle groups being stimulated. The stimuli evoke 
a painless, gradually increasing, tetanic contraction 
which can be blocked by curare. 
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Fig. 2.—Graphic representation of applied stimulus when 
breathing frequency is set at 10 per minute, 
current at 1.5 ma., expiratory current at 0.5 ma.., 


expiratory to inspiratory time is 1.25:1. 


inspiratory 
and ratio of 


The machine is operated in the following man- 
ner: Two plate-like electrodes are applied to the 
abdomen at the level of the umbilicus and a band- 
like electrode is placed around the lower portion 
of the thoracic cage. The rectus abdominis muscles 
are stimulated to contract which augments expira- 
tion, and then the peripheral portion of the dia- 
phragm is stimulated to contract which assists 
inspiration. The pectoralis musculature may be 
stimulated simultaneously with the rectus abdomi- 
nis by bilateral application of plate electrodes to 
the upper thorax. If the arms are relaxed, stimula- 
tion of the pectoral musculature causes the shoul- 
ders to roll in toward the mid-line and a slight 
diminution in the size of the upper thorax results. 
The purpose of the apparatus is to aid the existing 
respiratory drive. Best results are obtained by in- 
itially adjusting the frequency of respiration and 
the ratio of the duration of the two phases to cor- 
respond to those of the patient. After the patient's 
cooperation has been secured, these parameters can 
be altered by changing the appropriate controls. 
With high current intensities (meter readings of 
4 to 6 ma.) the patient cannot breathe in opposition 
to the machine. The number of treatments per pa- 
tient (2 to 3 per week) varied from a minimum of 
9 to a maximum of 116 during a period of from two 
weeks to nine months. Individual treatments, after 
a brief familiarization period, lasted approximately 
10 to 15 minutes. 
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Simple ventilatory tests were performed on all 
but one patient before and after a course of electric 
stimulation. A 13.5 liter water spirometer was used 
for all tests. Resting minute ventilation and oxygen 
consumption were recorded with the patient supine. 
The ventilatory equivalent (liters of ventilation per 


Diaphragmatic Excursion and Ventilation Measurements in 
Patients Receiving Electric Stimulation 


Change in Max Maximum 


imum Range of Breathing Inspiratory Vital 
Diaphragematie Capacity Reserve Volume, Capacity 
Excursion, Liters/ Min. Liters Liters 


Case 


No. Right Left Before After Before After Before After 


Group 1, empyema 


1 46 96 1.53 1.99 2.58 2.87 
2 0.0 +2.5* 15 83 2.09 2.37 3.33 3.47 
3 0.0 -+-1.5* 22 49 0.43 0.53 0.47 0.66 
4 +1.5 +7.5* 46 73 0.79 1.01 1.32 1.58 
5 +3.5 +-2.5* 34 42 1.05 1.46 1.27 1.73 
Mean 33 69 1.18 1.47 1.80 2.06 
SDt 13 21 0.64 0.74 1.13 0.84 
p< 0.05 0.02 0.01 
Group 2, chronic hemothorax 
6 +1.5* 0.0 121 128 1,22 2.65 1.62 3.78 
7 +1.5 +6.5* 85 89 1.35 1.74 1.79 2.48 
8 +20" +2.0 95 153 1.76 1.91 2.37 3.11 
9 $2.5 +3.0" 61 124 1.37 1.76 2.08 2.46 
10 1.5" +1.0 73 95 1.49 1.89 1.93 2.59 
11 0.0 +4.5* D4 78 1.24 1.37 1.77 2.65 
12 0.0 +1.0 113 128 1.99 2.7 3.18 3.67 
Mean 114 1.49 2.00 2.11 
SDt 26 25 0.28 0.52 0.57 0.58 
p< 0.05 0.02 0.01 
Group 3, lobectomy 
13 +3.5 +6.0* 124 163 1.30 2.10 1.82 3.06 
l4 oe sea” 110 123 2.03 2.17 2.78 3.06 
15 1.0 +0.5* 32 4 0.48 1.02 0.74 1.58 
16 +1.0 +2.0* 58 70 1.32 1.82 1.54 2.03 
7 0.0 +3.0* 46 68 1.40 2.06 2.28 2.94 
18 +1.0* +0.5 3 64 1.00 1.51 1.57 1.95 
19 +1.0 +5.5* 82 118 1.66 2.05 1.97 3.14 
»” +2.0* +0.5 ot 95 1.15 1.80 1.68 2.50 
21 +5.5" 0.0 39 6 1.19 1.46 1.32 1.60 
Mean 66 90 1.28 1.78 1.74 2.43 
SDt 32 35 0.42 0.35 0.60 0.65 
p< 0.01 0.01 0.01 
Group 4, emphysema 
22 +1.5 +0.5 17 22 0.62 0.98 0.75 1.16 
3 0.0 +2.0 2 58 0.98 1.18 1.25 2.27 
44 +2.0 +15 17 19 0.58 1.14 0.85 1.27 
25 +2.5 +2.0 29 25 1.32 1.86 2.20 2.46 
26 +2.5 +1.0 15 30 1.84 1.86 1.97 2.69 
27 +2.5 +3.0 SH 66 1.93 2.81 2.28 3.25 
oR 0.0 +2.0 55 70 1.89 27 2.71 3.17 
29 29 39 1.35 1.70 1.61 2.57 
30 +15 +4.0 22 2D 1.94 1.56 2.60 1.92 
31 +4.0 +4.5 36 42 2.05 2.25 2.18 2.43 
32 +1.0 +2.0 22 30 1.31 1.81 1.57 2.47 
33 17 29 0.78 1.09 1.91 1.96 
34 —1.0 —A.5 32 30 1.69 1.55 2.22 1.86 
Mean 28 37 1.41 1.69 1.78 2.27 
SDt 12 18 0.52 0.58 0.66 0.62 
p< 0.01 0.01 0.01 


* Involved side. 
+ Standard deviation. 


100 cc. of oxygen consumed) was calculated from 
these values.’ Several vital capacity efforts, sepa- 
rated by brief intervals of normal breathing, were 
then recorded with the patient upright. After re- 
moving the valves and carbon dioxide absorber 
from the spirometer the maximal breathing capacity 
was measured.’” Vital capacity and maximal breath- 
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ing capacity were repeated two to four times or 
until a constant value was obtained. All gas vol- 
umes (see table) were expressed at ambient baro- 
metric pressure, body temperature and saturated 
with water vapor. All measurements were com- 
pleted within 48 hours before the start and after 
the completion of a course of electric stimulation 
treatments. Chest roentgenograms at full inspiration 
and expiration were taken on most patients at the 
beginning and conclusion of their electric stimu- 
lation therapy. The excursion of each diaphragm at 
its midpoint was measured (see table ). 

The effect of electrically stimulating the breath- 
ing musculature is similar to, if not identical with, 
forced breathing by the patient with an increase of 
tidal volume and a decrease in frequency; thus, 
therapy with this machine should be beneficial in 
those disorders for which breathing exercises have 
previously been advocated. The 34 patients treated 
with this device were selected from a chest disease 
unit of a large general hospital and were primarily 
those who failed to respond to other therapeutic 
measures, or had some postoperative complications, 
or were disabled by advanced obstructive pulmo- 
nary emphysema. 

The patients have been divided into four groups: 
(1) patients with chronic empvema, (2) those 
with chronic hemothorax, (3) those with pleural 
exudate after lobectomy, and (4) patients with 
chronic obstructive diffuse pulmonary emphysema 
(see table). 

Group 1.—There were five patients with empy- 
ema; three with long-standing infections previously 
treated by rib resection and open drainage (cases 
1, 2, and 3), and two patients with symptoms of 
briefer duration and prior tube drainage only. In 
the long-standing cases the involved hemithorax 
was diminished in size, the diaphragm was elevated 
and fixed, and there was excessive purulent drain- 
age. One patient (case 3) also had a moderately 
severe scoliosis. From 10 to 40 treatments were ad- 
ministered over a three to eight week interval in 
this group. 

Group 2.—There were three cases of hemothorax 
caused by stab wounds, two cases of spontaneous 
hemopneumothorax, one of gunshot wound of the 
chest, and one of traumatic fracture of the ribs. 
There was definite limitation of diaphragmatic and 
chest wall motion in all patients. One (case 7) had a 
stab wound of the left side of the chest and incom- 
plete surgical removal of the blood which had ac- 
cumulated. None of the other patients in this group 
had any surgical procedures other than needle 
aspiration or closed tube drainage. Electric stimu- 
lation therapy was started from three to eight 
weeks after the injury, at which time the patients’ 
roentgenograms of the chest showed little or no im- 
provement. The average total number of treatments 
administered per patient was 22 (range 9-32). 
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Group 3.—Nine patients had recent upper lo- 
bectomies for various disease entities. There was 
the usual postoperative pleuritis, residual fluid, and 
occasionally some blood in the remaining space. 
The diaphragm was elevated and fixed on the oper- 
ated side. Electric stimulation was instituted from 
one to four weeks postoperatively and continued 
approximately three times weekly for 3 to 10 weeks. 
Group 4.—There were 13 patients with chronic 
obstructive pulmonary emphysema; 8 were hospital- 
ized because of intercurrent infection at the time 
their treatment was instituted, and the remainder 
were Outpatients who came in regularly for their 
therapy. All patients were totally disabled and ex- 
tremely short of breath. Patients with marked evi- 
dence of congestive failure were excluded from this 
study. Electric stimulation was given approximately 
three times weekly during a 3 to 39 week period. 


Results 


The effect of electric stimulation was evaluated 
on the basis of (1) clinical ebservation of the pa- 
tient, (2) comparison of the changes in simple 
ventilatory tests before and after treatment, and 
(3) comparison of the change in diaphragmatic ex- 
cursion measured from roentgenograms of the chest 
There were no adverse effects from electric stimu- 
lation, and patient acceptance was excellent. Most 
of those treated reported some benefits such as less 
interruption of sleep, relief of dyspnea, and an im- 
proved sense of well-being. The ventilatory tests 
before and after treatment for each patient and the 
change in maximal diaphragmatic excursion are 
listed in the table. There was no significant change 
in oxygen uptake or ventilation as a result of treat- 
ment and they have been omitted from the table 

In the patients in group 1 (empvema), drainage 
promptly decreased or disappeared, and the tube 
was removed from three patients shortly after the 
period of treatment. The two patients with symp- 
toms of brief duration were able to resume their 
former activities and no residual empyema space 
was evident. The scoliosis of one patient (case 3, 
age 12) was greatly improved. There was a definite 
increase in the range of diaphragmatic excursion 
(1.5 to 7.5 cm.) on the involved side and consider- 
able improvement on the opposite side as well in 
three patients. The maximal breathing capacity and 
vital capacity improved in all patients but remained 
at abnormally low values in two patients (cases 3 
and 5). The improvement in vital capacity was en- 
tirely due to an increase of inspiratory volume, as 
the expiratory reserve was not significantly altered. 

The patients in group 2 with chronic hemothorax 
showed remarkable clinical improvement. There 
was prompt resolution and absorption of the hemo- 
thorax to the extent that decortication was unneces- 
sary. All patients were able to resume their former 
occupations after the completion of electric stimu- 
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lation therapy. Diaphragmatic motion improved 
considerably, even on the opposite side in one-half 
of this group. Ventilatory tests demonstrated im- 
proved function in all patients. The range of in- 
crease in maximal breathing capacity was from 4 to 
63 liters per minute. The average increase of 28 
liters per minute was statistically significant at the 
5% level. The average pretreatment maximal breath- 
ing capacity of 86 liters per minute indicated rela- 
tively good function at the onset of treatment in 
contrast with all other groups. The me»n improve- 
ment in vital capacity was 0.85 liters (p <0.01) 
and, in contrast to the maximal breathing capacity, 
the vital capacity was considerably reduced in all 
patients before treatment. The age range of this 
group was 21 to 42 vears (average 29), the lowest 
of any of the four groups. 

The patients in group 3 (postlobectomy) were 
in general considerably improved after electric 
stimulation. The clinical response was comparable 
to that observed in the patients with hemothorax. 
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LEGENDS 
Fig. 3.—Spirometric tracing of patient with chronic ob- 
structive pulmonary emphysema during electric stimulation 
and spontaneous breathing. 


During the second week of treatment a pleural 
friction rub was audible over the involved hemi- 
thorax in seven of the nine patients, This subse- 
quently disappeared during the next week or two 
of treatment. All patients left the hospital feeling 
well. Diaphragmatic excursion improved in most pa- 
tients and, as noted in the previous two groups, 
was frequently improved on the uninvolved side. 
The maximal breathing capacity ranged from a low 
of 32 to a high of 124 liters per minute before 
treatment. Increase in maximal breathing capacity 
was greatest in those patients with the largest pre- 
treatment maximal breathing capacities, but per- 
centage-wise was greatest in those with the lowest 
pretreatment values. Comparable improvement of 
the vital capacity occurred. 
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The patients in group 4 with chronic obstructive 
emphysema were the most difficult to evaluate and 
had the least satisfactory clinical responses. The 
hospitalized patients were slightly improved and 
could be discharged but other supportive therapy 
was administered during the period of hospitaliza- 
tion. The outpatients who came to the laboratory 
regularly for treatment were not improved, and 
their severe dyspnea persisted. There was a marked 
change in the breathing pattern of the patients with 
emphysema during electrically stimulated breath- 
ing. Before treatment, inspiration was rapid and 
gasping in nature, while expiration was prolonged. 
With electric stimulation the breathing frequency 
decreased and the tidal volume increased. With the 
cessation of electric stimulation, breathing immedi- 
ately resumed its former rapid, shallow pattern. 
Figure 3 is retraced from a spirogram of a patient 
with emphysema during spontaneous and during 
electrically assisted breathing. If an arbitrary phys- 
iological dead space of 200 cc. is assumed for this 
patient, then the alveolar ventilation during elec- 
tric stimulation at a frequency of 8 per minute 
would be 6,400 cc. per minute, whereas during 
spontaneous breathing at 20 per minute it would 
be only 4,000 cc. Minute ventilation measured at 
the mouth would be 8,000 cc. at both breathing 
frequencies. Some of the patients with emphysema 
were unable to lie down, and treatment was started 
while they were in a semirecumbent position. Im- 
mediately after the reduction of the respiratory rate 
and increase in tidal volume (fig. 3), they could 
lie flat with no discomfort. 

The average age of these patients was 59 years. 
From 6 to 116 treatments over a period of 3 to 39 
weeks were administered. No correlation between 
change in clinical status or ventilatory function 
and the duration of treatment was apparent. In 
10 of the 11 patients on whom satisfactory inspira- 
tory and expiratory roentgenograms of the chest 
were available, there was some improvement in 
diaphragmatic excursion as a result of therapy. 
Sinclair *” noted an average increase in diaphrag- 
matic excursion of 3.1 cm. (p <0.001) in 22 pa- 
tients with emphysema treated with breathing 
exercises. After further analysis he found that these 
changes resulted from vertical thoracic motions and 
that if the measured diaphragmatic excursion was 
corrected for the vertical shift of the thorax, which 
frequently occurs during forced breathing, there 
was no change after breathing exercises. We did 
not correct our measured diaphragmatic excursions 
for any vertical chest motion. Improvement in all 
ventilatory tests was statistically significant but the 
magnitude of the improvement was small, and in no 
case did therapy result in a normal maximal breath- 
ing capacity. The vital capacity increase (0.49 liters) 
was primarily the result of an increased inspiratory 


reserve capacity, so that the elevated end-expiratory 
lung volume, which is abnormally large in emphy- 
sema patients, was increased still further. 


Comment 


Breathing exercises, as generally performed,'' 
emphasize either the expiratory or inspiratory phase 
of the breathing cycle. In patients with emphysema 
the function of the abdominal muscles in augment- 
ing expiration is emphasized. The aim is to im- 
prove tidal exchange and reduce the functional 
residual volume. For patients with certain types of 
localized parenchymal or pleural disease the term 
breathing exercises implies the regular use of large 
inspiratory efforts which produce an increase in 
tidal volume by utilizing some or all of the inspira- 
tory reserve capacity.'* All types of breathing ex- 
ercises require the active effort of the patient. He 
may be unable to exert that effort for a variety of 
reasons or he may be incapable of understanding 
what is required of him. If the necessary stimuli to 
produce an increased tidal volume can be externally 
applied, he may promptly understand what is ex- 
pected of him, and we need not depend on his 
active cooperation. 

The Hofmann apparatus alternately stimulates 
both the inspiratory and expiratory musculature or 
can be used to stimulate during only one phase of 
the breathing cycle if one pair of electrodes is dis- 
connected. All the patients reported here were 
stimulated during both inspiration and expiration. 
The effect of such dual stimulation is grossly sim- 
ilar to voluntarily increasing the tidal volume by 
reducing end-expiratory and end-inspiratory vol- 
umes. Electric stimulation in this manner differs 
from breathing exercises in which the emphasis is 
on the inspiratory or the expiratory phase but not 
on both. 

The value of breathing exercises in patients with 
chronic empyema was stressed by Sellors and Cruick- 
shank’ in their exhaustive review of 600 cases. 
Active inspiration was recommended as the best 
means of expanding a collapsed lung or lobe. Hay- 
ward '™* claimed great benefit from breathing exer- 
cises in both traumatic and inflammatory pleural 
disease, not only for accelerating the resolution of 
pleural exudate and hemorrhage but also for cor- 
recting the associated deformity of the thoracic 
cage, which often occurred. Unfortunately, neither 
of these reports include any pulmonary function 
data. In chronic obstructive pulmonary emphysema, 
the value of breathing exercises is less certain. 
Reports based on clinical impressions are generally 
favorable.” When pulmonary function tests were 
done before and after treatment, the effect of 
breathing exercises was less certain.’ Filley 
thought the results beneficial on the basis of clinical 
improvement plus a measurable decrease in ven- 


¥ 
Mew 
vals 
3 
¥ 
| 
eat. 


Vol. 166, No. 13 


tilation for a given work-load on the treadmill. On 
the other hand Miller,** who likewise considered 
breathing exercises beneficial in obstructive emphy- 
sema patients, attributed the improvement to in- 
creased ventilation during exercise. Sinclair *” noted 
“slight but not significant improvement in lung 
function after a course of breathing exercises.” 
Becklake and associates“ noted no benefit from 
breathing exercises alone, electrically stimulated 
expiration alone, or a combination of the two. 

Although not substantiated by physiological 
studies, the reports of the value of breathing exer- 
cises in pleural disease are uniformly favorable.’ 
Our experiences with electric stimulation are simi- 
lar. The normal healing processes were accelerated, 
decortication was unnecessary in those cases 
where it was originally considered, the range of 
diaphragmatic motion increased on the involved 
side and frequently on the opposite side as well. 
The frequent early appearance of a transient pleu- 
ral friction rub in the postoperative patients coin- 
cided with improved diaphragmatic function and 
the disappearance of pleural exudate. In obstructive 
emphysema patients, the clinical benefit was mea- 
ger despite a small, but statistically significant, 
improvement in maximal breathing capacity and 
vital capacity. 

Despite the limited facilities available for pulmo- 
nary function testing of these patients, there was 
good correlation between the improvement of those 
functions measured and the clinical results after 
electric stimulation in the patients with unilateral 
pleural disease. The adverse influence of unilateral 
pleural disease upon the function of the opposite 
lung has previously been demonstrated.'* Differen- 
tial lung function was not measured in any of our 
patients, but improvement in diaphragmatic excur- 
sion was often noted in the contralateral hemithorax 
after treatment. This suggests that electric stimula- 
tion helped restore functional capacity by accelerat- 
ing the resolution of pleural exudate and mobilizing 
the diaphragm on the affected side, permitting more 
normal function of both lungs. The large tidal 
volumes and increased alveolar ventilation which 
can be produced by electric stimulation suggest 
other uses for this apparatus. It might successfully 
combat acute carbon dioxide retention and narcosis 
and may be useful in other types of respiratory 
depression. 

Summary 

An electric device which painlessly stimulates the 
breathing musculature and augments ventilation 
was used for a group of patients with various chron- 
ic pleural diseases and chronic obstructive emphy- 
sema. In patients with unilateral medical and sur- 
gical pleural disease there was a prompt decrease 
in the amount of exudate, rapid return of diaphrag- 
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matic function, and decreased morbidity. Chronic 
obstructive emphysema patients were not signifi- 
cantly improved by electric stimulation despite a 
small but statistically significant increase in maxi- 
mal breathing capacity and vital capacity. The 
clinical results were supported by simple ventila- 
tory measurements and chest roentgenograms. 

670 N. Michigan Ave. (14) (Dr. Holmes). 


The Hofmann device used in this study was supplied by 
J. H. Emerson Company, Cambridge, Mass. 
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POSTMASTECTOMY DRESSING WITH SUCTION, ATMOSPHERIC 
PRESSURE, AND BREAST BINDER 


George B. Sanders, M.D. 


and 


David W. Kinnaird, M.D., Louisville, Ky. 


Adequate dressing care of patients who have 
undergone mastectomy is always a problem, as yet 
not ideally handled. In ultraradical techniques, flaps 
are very thin, undermining is extreme, and sero- 
sanguinous oozing is a great problem. As a result, 
the viability of the skin flaps is precarious, resulting 
often in degrees of circulatory embarrassment vary- 
ing from simple vesiculation, partial thickness loss, 
and marginal necrosis to massive loss of flaps requir- 
ing secondary grafting procedures. These conditions 
are encountered not only after radical mastectomy 
but after extensive simple mastectomy techniques 
aimed at complete extirpation of mammary tissue. 
Numerous methods for the prevention of these com- 
plications have been devised and include various 
forms of pressure dressings, flap fixation by quilting 
or subcutaneous sutures, elaborate drains, or the 
avoidance of them. Even complete detachment of 
skin flaps, with reapplication as free grafts, has 
been recommended. 

No method, until recently, has been outstandingly 
successful in the care and protection of thin skin 
flaps. Consequently, there has been a strong ten- 
dency, for practical reasons, toward the cutting of 
thicker flaps than those permitted in ideal mastec- 
tomy techniques. Difficulties have also been en- 
countered with fairly thick flaps, only shamefully 
thick and inadequately undermined flaps being 
regularly immune from the stigmata of delayed 
healing. It is not the purpose of this paper, however, 
to discuss controversial issues such as amount of 
skin resected, thickness of flaps developed, or the 
pros and cons of routine skin grafting at the time 
of mastectomy. 

It is the usual experience that even ultrathin flaps 
appear viable at the conclusion of mastectomy, pro- 
vided that they have not been sutured under tension 
and that “stay sutures” have not been used in the 
closure. A “pressure,” or occlusive and immobilizing 
dressing, is then customarily applied, according to 
the best tenets of plastic surgery. When this is re- 
moved five to seven days later, there is often dis- 
closed a miserable condition of the flaps with 
varying degrees of necrosis due to circulatory em- 
barrassment. Since the interval between the 
development of the skin flaps and the termination of 
mastectomy may be two to four hours, and since, 
after this long interval the flaps usually look 
healthy, it has seemed to us that, barring accidents 
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Modification of the postmastectomy dress- 
ing routine to include continuous suction, a 
commercial breast binder, and the avoiding 
of occlusive pressure dressings for all simple 
and radical mastectomies has resulted in 
improved general condition and comfort of 
patients, with vast improvement in the preser- 
vation of viability, and with the healing of 
the skin flaps. The routine of frequent easy 
dressing change adds greatly to the com- 
fort of the patient. Patients can be allowed 
out of bed, with the suction tube clamped 
for short intervals, as early as desired. 


or gross technical errors, the occlusive dressings 
customarily applied may have been partly responsi- 
ble for these poor results. 

In very extensive burns, it has often been apparent 
that voluminous occlusive dressings, which become 
so much foul garbage after a few hours, may cause 
serious damage by maceration, constriction, abra- 
sion, filing, and semiavulsion of surface tissues. It 
has been instructive to see much of this avoided by 
open and semi-open treatment of such burns. It 
occurred to us that, if the advantages of a semi-open 
type of dressing could be secured for the mastec- 
tomy patient, the evil effects of undue pressure upon 
delicate flaps over bony prominences such as the 
ribs, costal cartilages, and sternal border would be 
neutralized and the health of the flaps improved. 
At the same time it is recognized that skin flaps 
have to be intimately opposed to a vascular sub- 
strate to survive and that the large axillary dead 
space has to be evacuated of serum, blood, and air. 

The fundamentals of suction drainage after mas- 
tectomy were first described by Murphey ' in 1947 
and subsequently by Raffl*® in 1952 and Silvis and 
associates * in 1955. Whereas Murphey employed 
intermittent suction with a syringe every 12 hours, 
adjusting the position of the catheter to evacuate 
serum collections, Raffl and Silvis have used con- 
tinuous suction but have stressed infrequent dress- 
ings. Raff and Murphey felt that suction was un- 
suitable where grafts were used, Silvis has used 
suction in graft cases, with care not to disturb graft 
take by early dressing. Flaps thus subjected to 
negative pressure beneath are, in effect, compressed 
from above by the even diffuse pressure of the 
atmosphere at about 760 mm. Hg. This salubrious 
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effect can be spoiled by adherent or occlusive dress- 
ings, which can, by resisting the positive pressure 
of the atmosphere, actually adhere to and hold 
portions of flaps away from their bed. A light non- 
occlusive dressing which can be changed easily, 
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Fig. 1.—Position of T-tube in latissimus gutter and be- 
neath axillary vessels. 


frequently, and painlessly, avoids this and other 
mechanical hazards to the flaps and provides valu- 
able opportunities for adjustment of the suction tube 
and aspiration of remote fluid collections. 

The fixation and “take” of skin grafts on the 
chest wall in constant respiratory movement is not 
as easy or as certain as elsewhere. It can be greatly 
facilitated by a “stent” tvpe dressing in which an 
immobilizing pack’is held in place over the graft by 
the tving of long ends of marginal sutures over the 
back. This type of dressing fixes and isolates the 
graft from the remainder of the mastectomy area. 
Continuous suction drainage can then be emploved 
with little or no dressing over the flaps themselves, 
permitting daily dressing changes, inspection, as- 
piration, adjustments, and the like with no disturb- 
ance to the graft. 

Method 


For the past 10 vears, we have been emploving 
exclusively an ultraradical mastectomy patterned 
after the technique of Haagensen, deliberately ex- 
cising a wide central area of mammary skin, and 
resorting to skin grafting to cover the defect. The 
skin flaps are cut extremely thin with 1 to 3 mm. of 
subcutaneous tissue attached. At the conclusion of 
the mastectomy, the flaps are gently reapposed to 
the underlying chest wall, with the surgeon striving 
always to cover the axillary vessels and brachial 
plexus with the superior portions of the flaps. The 
margins of the flaps are sutured to the chest wall 
without the least tension by means of interrupted 
sutures of fine cotton, the ends of which are left 
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long. The central defect is covered with a thick 
split-skin graft which is held in place with fine 
interrupted cotton sutures. No quilting sutures are 
employed to fix graft or flaps, and no vents are cut 
in the graft. 

Previously, we had employed massive occlusive 
dressings with sea sponges, or mechanics waste, for 
graft fixation and compressive obliteration of dead 
space, with indifferent to poor results. Beginning 
four years ago, we began to employ routinely a 
combination of continuous suction, stent fixation of 
the graft, and very light dressings over all. 

A single T-tube of medium size with many acces- 
sory openings cut in the transverse arms is inserted 
through a small stab wound in the lateral flap and 
adjusted to lie in the gutter along the latissimus 
dorsi muscle margin and beneath the axillary vessels. 
The T-tube is sutured to the lateral skin flap to avoid 
displacement (fig. 1, 2, and 3). Irrigations with 
saline solution to remove clots and debris are done 
at once. Complete suction evacuation is carried out, 
and the flaps and graft are observed to be sucked 
down flat to the underlying chest wall all around. 
Suction is continued while the rest of the dressing 
is carried out. A pad is fashioned of scarlet red 
gauze and mechanics waste and held in place on the 
graft by tving together over it the long ends of the 
flap fixation sutures previously described, in the 


Fig. 2.—Flaps sutured without tension to chest wall and 
graft applied. Note long ends of sutures preserved for tying 
over stent. 


manner of a stent dressing ( fig. 4). The remainder 
of the mastectomy area is very lightly and very 
loosely covered with sterile fluffed gauze. 

The patient is lifted from the operating table to a 
stretcher on which a commercially manufactured 
breast binder with adjustable straps has been placed. 
The binder is quickly adjusted so that the nonad- 
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herent, nonocclusive dressing is held gently in place. 
Utmost care is taken to avoid any compression 
(fig. 5). Difficult, awkward, and shocking manipula- 
tions in the dressing technique are thus avoided. 
The immediate advantages of ease and speed of 


Fig. 3.—Patient at termination of mastectomy. Note healthy 
appearance of grafts and flaps. T-tube is brought out of 
axillary limb of incision. 


dressing and avoidance of manipulation of a patient 
who is potentially in shock at the end of a long 
arduous operation are strikingly apparent. 
Continuous suction, applied to the T-tube, by 
use of an electric pump with a regulating device 
preventing extremes of negative pressure, is begun 


Fig. 4.—Stent applied and tied in place. Insert shows alter- 
nate position of T-tube. 


in the recovery room and maintained during the 
first three or four postoperative days. Contrary to 
usual procedures, the loose over-all gauze dressings 
are changed at least once daily, more often if neces- 
sary, to avoid matting and crusting by blood and 
serum escaping around the T-tube or between su- 


tures. Fluid accumulations, if any, are evacuated by 
shifting the T-tube and gently “milking” the flaps, or 
by direct syringe and needle aspiration. The condi- 
tion of the flaps is noted so that any strangulating 
sutures can be released. The stent dressing fixing the 
skin graft is, of course, left undisturbed for five days, 
when it is changed. 

This routine of frequent easy dressing change 
adds greatly to the comfort of the patient. Patients 
can be allowed out of bed, with the suction tube 
clamped for short intervals, as early as desired. It 
would be quite logical to dispense with any dressing 
of the flaps, save perhaps thin strips of grease gauze 
over the suture lines and, of course, the stent over 
the graft, were it not for possible irritation by bed 
clothes and for the esthetic and psychological bene- 
fits of concealment of the mastectomy area from the 
view of the sensitive patient. 


Fig. 5.—Binder in place. Every effort is made to avoid 
pressure by binder. 


Results 


Since adopting the above dressing routine for all 
simple and radical mastectomies, we have been 
greatly pleased with the improved general condition 
and comfort of the patients, with the vast improve- 
ment in the preservation of viability, and with the 
healing of the skin flaps. A complete take of the 
skin graft is usual. Large areas of flap necrosis are 
no longer seen. Only marginal necrosis of flap edges 
of minimal extent occurs occasionally. Secondary 
grafting procedures have not been necessary. 


Summary 


The technique of mastectomy dressing, with con- 
tinuous suction and a commercial breast binder, 
and avoiding occlusive pressure dressings offers 
advantages in ease of handling, increased patient 
comfort, and greatly improved protection and 
preservation of precariously viable thin skin flaps. 


332 W. Broadway (2) (Dr. Sanders). 
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The breast binder used in this study is obtainable from 2. Raff, A. B.: Use of Negative Pressure Under Skin 
the Texal Company, 510 First Ave. N., Minneapolis 3. Flaps After Radical Mastectomy, Ann. Surg. 13631048 
(Dec.) 1952. 
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HEXAFLUORODIETHYL ETHER (INDOKLON)—AN INHALANT CONVULSANT 


ITS USE IN PSYCHIATRIC TREATMENT 


John C. Krantz Jr., Ph.D., Baltimore, Augusto Esquibel, M.D., Catonsville, Md., 
Edward B. Truitt Jr., Ph.D., Alfred S. C. Ling, M.S., Baltimore 
and 
Albert A. Kurland, M.D., Catonsville, Md. 


The introduction in 1935 by von Meduna ' of the 

use of artificially induced convulsions to treat 
schizophrenic reactions initiated much research on Seventy-five patients received 288 con- 
the convulsion as a form of therapy. The first vulsive therapy treatments. A standard course 
agents used by von Meduna' were injections of of 12 treatments spaced at 3 treatments a 
camphor. This was replaced by pentylenetetrazol week was given to all patients receiving some 
(Metrazol). Each of these agents had certain dis- form of convulsive therapy in order to obtain 
advantages that led to the search for pharmaco- comparative information. The type of convul- 
convulsive agents that were less traumatic sive therapy to be administered was de- 
psychologically and physically to the patient. termined on a random basis in order to 
Cerletti and Bini* had introduced electroconvul- obtain a comparative series. Alternate pa- 
sive therapy in 1938. Although pharmacological tients were given either hexafluorodiethyl 
agents that would elicit a convulsion were intro- ether as an inhalant or electroconvulsive ther- 
duced from time to time, none could compete with apy. It was repeatedly observed in the major- 
the electroconvulsive technique. Many modifica- ity of patients upon whom the inhalant was 
tions were developed in the application of electric employed that in the initial phases of their 
currents with the aim of diminishing such compli- treatment the anesthetic-like vapor seemed 
cations as fractures and transient states of confusion less threatening than the concept of an elec- 
and memory loss. However, according to Kalinow- tric current passing through their brain. It was 
sky and Hoch* in their monograph on somatic also observed that as the patients improved 
treatments in psychiatry, “these have added little to they seemed to feel somewhat more appre- 
the previous work with electroconvulsive therapy.” hensive about the relatively slow onset of the 
The recent synthesis of the compound hexafluo- effect of the inhalant in contrast to electric 
rodiethyl ether (Indoklon), the convulsant action of shock. The untoward effects observed ap- 
which was an unexpected observation, indicated peared to be similar to those frequently en- 
the possibility that a pharmacoconvulsive agent countered after electroconvulsive therapy but 
was now available with few of the disadvantages symptoms cleared in a very short time. While 
of the drugs previously employed. the mechanism by which the convulsive seiz- 
ure is brought about is unknown at this time, 
Pharmacology hexafluorodiethyl ether produced the same 
The synthesis of hexafluorodiethy] ether stemmed results therapeutically as did electroconvulsive 

from a series of investigations dealing with the therapy. 
Professor of Pharmacology, University of Maryland School of Medi- 
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leat convulsions upon inhalation in many species 
of laboratory animals. This compound is a colorless, 
mobile liquid which is readily volatile and emits a 
mild and pleasantly ethereal odor. The boiling 
point is 63.9 C, and the specific gravity is 1.41 
(20/4). The compound is very insoluble in water 
but soluble in alcohol. The vapor is noninflam- 
mable. 

White rats exposed to the vapor of hexafluorodi- 
ethyl ether in a concentration as low as 30 ppm 
W/V had violent convulsions within 30 seconds. 
The convulsions ceased when the agent was re- 
moved from the inspired air. Repeated exposures 
on subsequent days did not appear to produce 
injury to the animals. Blood studies and histologi- 
cal examination of the lungs, liver, spleen, brain, 
heart, kidneys, adrenals, and bone marrow revealed 
no drug-induced toxic effects. When hexafluorodi- 
ethyl ether was administered intravenously to dogs 
in doses of 7 mg. per kilogram, a convulsive syn- 
drome ensued within a minute and prevailed for 
10 minutes. The animals recovered and after 24 
hours showed no gross ill-effects from the injection. 
Hexafluorodiethyl ether was no more irritating 
than ethyl ether on the mucous membrane of the 
rabbit.® 

Hexafiuorodiethyl ether did not produce hypogly- 
cemia in the rabbit. This agent did not inactivate 
cholinesterase in vitro, which suggests that the 
convulsive seizure is not mediated through an ex- 
cess of acetylcholine. This factor is important in 
the application of muscle relaxant drugs that are 
related to acetylcholine. In electroencephalographic 
studies with dogs and monkeys under thiopental 
(Pentothal) sodium anesthesia, the inhalation of 
hexafluorodiethyl ether produced a marked cortical 
dysrhythmia. The multiple spike and 3-to-4 cps 
slow wave discharge which first occurs was soon 
followed by high-voltage multiple spiking similar 
to that elicited by convulsion following adminis- 
tration of pentylenetetrazol. 

Krantz and co-workers suggested that, owing 
to the apparently harmless nature of repeated ex- 
posures to hexafluorodiethy] ether vapor in animals, 
the rapid onset of the seizures, and the ease of 
control of depth and duration of the seizures, this 
compound might be found useful in the treatment 
of certain types of mentally ill patients. According- 
ly, four patients who were suffering depressive 
reactions for which electroconvulsive therapy was 
indicated were each subjected to one treatment 
with hexafluorodiethyl ether administered by inha- 
lation from a common plastic nasal inhaler. These 
four patients showed no untoward reaction to this 
one exposure.” As a result of these clinical trials, 
we decided to conduct a full-scale clinical investi- 
gation with hexafluorodiethy] ether. 


J.A.M.A., March 29, 1958 


Method 


Selection of Patients.—The patients were selected 
for convulsive treatment by the patients’ hospital 
physicians. The type of convulsive therapy to be 
administered was determined on a random basis 
in order to obtain a comparative series, Alternate 
patients were given either hexafluorodiethy] ether 
or electroconvulsive therapy. The patients selected 
for either treatment were those recently admitted 
to the hospital with a mental disorder in which a 
severe depression was the outstanding character- 
istic. Patients were also selected with acute or 
chronic schizophrenic reactions who had previously 
been subjected to a variety of treatment procedures 
with no improvement. These patients had become 
management problems, and convulsive therapy was 
indicated for a symptomatic improvement. All drug 
therapy was discontinued at least three davs prior 
to treatment. 

Laboratory Data.—Preparatory to the administra- 
tion of hexafluorodiethyl ether, routine blood stud- 
ies, including cephalin-flocculation and thymol- 
turbidity tests for liver function, were done. 
Routine urine examinations were conducted. These 
were carried out at weekly intervals during the 
course of therapy. In addition, a series of serial 
electrocardiograms were carried out on most of 
these patients before, during, and after each treat- 
ment. Routine x-ray studies of the chest were 
obtained on all patients prior to treatment. Elec- 
troencephalograms were obtained before and after 
treatment on many of these patients. Also, a series 
of psychological studies consisting of the Wechsler 
memory scale, forms 1 and 2, and the Graham 
Kendall test were administered prior to, immediate- 
ly after, and three weeks after treatment to 
determine the degree of intellectual impairment 
resulting from the treatment. In addition, Lorr 
scale ratings (multiple scale for rating psychiatric 
patients) were obtained at the same intervals to 
obtain quantitative measures of changes in the 
symptomatic manifestations of the patients’ mental 
disturbance. 

Treatment Procedures.—A standard course of 12 
treatments spaced at 3 treatments a week was 
given to all patients receiving some form of con- 
vulsive therapy in order to obtain comparative 
information. Occasionally there were patients in 
whom for various reasons therapy was stopped 
prior to this number of treatments, and there were 
also patients who received additional treatments 

While the treatment procedure was being carried 
out, and for several weeks after the termination of 
the treatment, the patients were interviewed at 
frequent intervals so that their subjective impres- 
sions of this treatment and an objective evaluation 
of their responses could be obtained. Many of these 
patients had received previous courses of electro- 
convulsive therapy and were able to offer compari- 
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sons. However, the final evaluation of the patients’ 
reaction to the treatment procedure was deter- 
mined on the basis of the ward physicians’ opinion. 

Technique for Administration of Inhalant Con- 
vulsant.—The patients were prepared for hexa- 
fluorodiethyl ether therapy by a procedure similar 
to that followed for electroconvulsive therapy. 
After fasting, patients were given 0.6 mg. of atro- 
pine sulfate parenterally prior to treatment. In the 
first clinical trials inhalers similar to those used for 
the common nasal decongestant, with amounts of 
up to 6 cc. of the drug, were used. When these 
plastic inhalers were used they were merely inserted 
into one nostril and the other closed. The patients 
were not anesthetized. Later, a double-barreled 
plastic inhaler was used for both nostrils. However, 
this method was not satisfactory because of the 
difficulty in holding the inhaler manually and at the 
same time keeping the patient's mouth closed. 
There was also the added factor of pressure to the 
nostrils since the inhaler had to be held quite 
firmly. To obviate this awkwardness, a Stephenson 
mask modified appropriately with an activated 
cl 
Originally there was fear that the leakage of the 
vapor might affect the personnel giving the treat- 
ment, but with a well-ventilated room there were 


varcoal exhalant adsorber was used (see figure ). 


no untoward reactions in these personnel. 

The mask is close-fitting with a one-way flow 
with the drug dispersed in a measured amount over 
absorbent gauze contained in a plastic reservoir 
with air inlets. This is fastened into the inlet valve 
of the mask. The patient inhales a mixture of vapor 
and air. The expired vapor is forced through an- 
other one-way valve into a carbon adsorbent. 

The patient breathes oxygen for about 30 sec- 
onds, a rubber mouth gag is inserted, the mask is 
strapped on, and the hexafluorodiethy! ether reser- 
voir is shunted into the path of the respired air. 
(It was our impression that some preliminary 
breathing of oxygen by the patient seemed to 
bring about a smoother course.) The drug vapor 
is then turned on. 

With experience it was found that, after the 
initial loading of the reservoir with the gauze 
saturated with approximately 1.5 cc. of hexafluoro- 
diethyl ether, each subsequent treatment or con- 
vulsion could be achieved by resaturating with 
approximately 0.5 cc. of hexafluorodiethyl ether. 
Further developments in this technique are in 
progress to provide a multiple treatment reservoir 
which may ultimately be disposed of without neces- 
sitating the refilling procedure. 

The onset of the convulsion could be accelerated 
or delayed by regulating the amount of air entering 
the system via the bypass air inlet valve. Experi- 
ences indicated that an induction period of up to 
20 seconds is optimal. Longer periods created 


anxiety in the patients as they awaited the onset of 
unconsciousness evoked by the inhalation of the 
drug. 

Convulsive Pattern.—As each patient was treated, 
the convulsive pattern was studied according to 
the following plan. The onset and the course of the 
subsequent phases, namely, the myoclonic, tonic, 
and clonic phases, the onset of respiration, and 
the total time for recovery, were timed. The onset 
of the convulsion was measured from the time of 
insertion of the reservoir containing the drug in 
the mask to the first observable myoclonic jerks 
which invariably preceded the onset of the tonic 
spasm. As the amount of drug placed into the 
reservoir decreased, there was a gradual lengthen- 
ing of the period of onset. 


Modified Stephenson mask in place on patient. 


The onset of the convulsion was preceded by 
unconsciousness. The seizure was initiated by a 
series of myoclonic movements lasting on the aver- 
age about two to five seconds. This phase of 
activity may prevent the sudden muscular contrac- 
tions and “jackknifing” which are thought by many 
to produce the fractures associated with convulsive 
therapy. It appears that this type of onset more 
closely approaches that of the epileptic, who sel- 
dom develops fractures. 

The tonic phase was measured from the end 
of the myoclonic jerks to a point at which the force 
of the clonic movements seems to overcome the 
force exerted by the extensor muscles in tonus. The 
end of this period usually occurs just prior to the 
termination of the opisthotonic arching of the back. 
This period usually lasts from 15 to 30 seconds. 
The clonic phase was measured from the end of the 
tonic phase to the end of the clonic movements. 
The duration of this period ranged from 15 to 35 
seconds. 
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The respiratory recovery was measured from its 
onset in relation to the termination of the clonic 
phase. The time of respiratory recovery was be- 
tween 15 seconds before and 5 seconds after the 
termination of the clonic phase. In most cases the 
onset of respiration occurred before the termina- 
tion of the clonic phase. 

The period of total recovery was measured from 
the time of the insertion of the reservoir containing 
the drug to the point at which the patient respond- 


Results of Treatment.—As shown in the table, 
the results of treatment were recorded as recovery, 
great improvement, improvement, no change, and 
worse, Recovery was defined as indicating social 
recovery, with the patient ready to take his place 
in society again, complete loss of hallucinations 
and delusions, return of affect, and disappearance 
of abnormal behavior. Great improvement signi- 
fied one or more of the following three changes: 
(a) loss of hallucinations, (b) marked improve- 


Results in Twenty-five Patients Treated with Hexafluorodiethyl Ether (Indoklon) 


Duration 


Present Previous No. of 
Case Age, Hospital- Hospital- Treat Re- 
No. Sex Yr. Diagnosis ization ization Reasons for Convulsive Therapy ments sults* 
1 F 32 Schizophrenic reaction, chronic, 2 yr. No Increasingly disturbed, excited, agitated, assaultive, de- 9 + 
paranoid, and catatonie features structive: required seclusion; failed to respond to other 
therapies 
Repeated catatonic-like excitement at time of menstruationt 2 + 
2 F 32 Schizophrenic reaction, chronic, 3 yr. No Regression to isolative, withdrawn, hallucinated, incoherent 15 + 
eatatonic, paranoid, and state with failure to maintain sustained improvement 
hebephrenic features with other therapies tried 
Regression to withdrawn, seclusive state with refusal to eatt 2 + 
3 F 45 Psychotie depression 9 mo. Yes Increasing depression with suicidal preoccupations, marked 10 +44 
feeling of unworthiness, periods of agitation and confu- 
sion 
4 F 29 Schizophrenie reaction, catatonic 2mo. Yes Marked restlessness, agitation, confusion; overactive and 12 +44 
type excited: required seclusion 
5 F 32 Schizophrenic reaction, chronic, 2 mo. Yes Preoecupied, withdrawn, ritualistic, hallucinated: was be- 12 +44 
catatonie type coming a feeding problem 
6 F 32 Psychotic depressive reaction 2 mo. No Numerous physical complaints, erying spells, increasing de 6 ++4 
pression, increasing agitation: inability to take care of 
self 
7 M 35 Schizophrenic reaction, chronic lyr. Yes Mute, confused, disoriented, delusional, and in catatonic 2 ++ 
paranoid type, associated with stupor 
episode of catatonie stupor 
8 M 27 Schizophrenic reaction, paranoid 2mo. No Delusional, hallucinating, paranoid, panicky, agitated: epi 17 + 
type, with depressive features sodes of erying and screaming 
9 M 24 Schizophrenic reaction, catatonic lyr. Yes Mute, hallucinated, negativistic, restless 12 +i. 
type 
10 M 58 Involutional psychotie reaction 2mo. Yes Depression, hypochondriasis, insomnia; inability to take 12 0 
care of self 
11 F 46 Depressive reaction (lobotomized 9 mo. Yes Depressed, tense, unable to work 12 +++ 
1949) 
12 M 26 Schizophrenic reaction, catatonic 2 mo. Yes Mute, negativistic, agitated: demonstrated autistie thinking 12 4-4 
type and confusion: unable to take care of self 
13 F 47 Involutional psychotie reaction 5 mo. Yes Markedly depressed, delusional; intense anxiety and pre- 10 +4 
occupation 
14 M 34 Schizophrenic reaction with 1 yr. Yes Depressed, hallucinated, withdrawn, seclusive, confused 12 + 
paranoid and catatonic features 
15 F 46 Involutional psychotie reaction 2 mo. No Suicidal tendencies, depressed, not eating, hypochondriacal 12 — 
16 F 46 Psychotic depressive reaction 1 yr. No Depression 8 + 
17 F 32 Psychotic depressive reaction lye. Yes Delusional, bizarre ideation with destructive thoughts, lead- 25 + 
ing to fearfulness and depression 
18 F 49 Chronic, undifferentiated 3 mo. Yes Depressed, confused, hallucinated, delusional: not eating; 12 
schizophrenic reaction considered suicidal 
19 F 44 Schizophrenic reaction, paranoid 3 mo. Yes Demonstrating autistic behavior, hallucinated, confused, 12 ace 
destructive, suicidal 
20 F 37 Schizophrenic reaction, chronic, 3 mo. Yes Tense, apprehensive, depressed, neglectful of self, delusional, 9 4+ 
paranoid considered suicidal 
21 M 34 Schizophrenic reaction, chronic, 8 mo. Yes Confused, preoccupied, hallucinated, delusional 9 +++ 
paranoid 
22 F 26 Acute schizophrenic reaction with 3 mo. No Hallucinated, delusional, confused, agitated, suicidal 12 a 
paranoid teatures 
23 F 32 Schizophrenic reaction, chronic, 2 mo. No Delusional, hallucinated, confused, agitated combative, in 12 ++ 
undifferentiated type appropriate affect, overactive; demonstrated unpredict- 
able impulsive behavior 
24 F 35 Schizophrenic reaction, paranoid 1 mo. Yes Delusional, hallucinated; inappropriate affect, impulsive 10 San 
acting out 
25 F 65 Schizophrenic reaction, 1 mo. Yes Depressed, confused, phobic: had increasing agitation and 12 


schizoaffective type feelings of unreality 


*++4+4 = recovery, ++ = great improvement, + = improvement, 0 = no change, and W = worse. +t Second course, three months later. 


ed by opening his eyes when called. This period 
ranged from 2 to 15 minutes. Occasionally there 
were patients who exhibited myoclonic activity 
after the termination of the initial convulsion. 
Rarely, there was a transient second convulsion 
after the termination of the first. This is attributed 
to excessive medication with hexafluorodiethy]l 
ether. There were two such episodes in a total of 
288 treatments. 


ment in interpersonal relationships, and (c) marked 
improvement in affect. Such patients were given 
increased hospital liberty and transferred to con- 
valescent wards. Improvement included all the 
criteria for great improvement except that these 
improvements were temporary (effect of treatment 
lasted one month or less). No change referred to 
only transient improvement during the period of 
treatment, with the patient at the end of treatment 
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considered to have shown no change from his 
original symptoms. Worse indicated that the state 
of regression or disturbed state seemed to be 
further intensified by the treatment procedure. 


Clinical Experiences 


The unusual properties of this volatile inhalant. 
hexafluorodiethyl ether, namely, its evoking uncon- 
sciousness and convulsant actions without apparent 
residual toxic effects, appeared to be admirably 
suited for convulsive therapy. Especially significant 
were its gradual onset of action and its automatic 
self-regulating mechanism. This occurred as_ its 
concentration reached the convulsive threshold, 
with the patient involuntarily ceasing to breathe 
with the onset of the tonic phase, thus preventing 
the possibility of overdosage. 

It was repeatedly observed in the great majority 
of patients that in the initial phases of their treat- 
ment the anesthetic-like vapor seemed less threaten- 
ing to the patients than the concept of an electric 
current passing through their brain. It was also 
observed that as the patients improved they seemed 
to feel somewhat more uncomfortable about the 
relatively slow onset of the effect of the inhalant in 
contrast to electric shock. However, at the termina- 
tion of their treatments, when questioned as to 
which they preferred, the majority favored the 
“gas.” The initial sampling of the results of this 
form of convulsive therapy in this preliminary 
study consisted of 25 patients who received a total 
of 288 treatments. The results are indicated in the 
table. 

From a study of the table it will be observed 
that 9 patients (cases 3, 4, 5, 6, 9, 11, 12, 20, and 
21) out of these 25 had a sufficient degree of im- 
provement to be released from the hospital, having 
made a good social recovery within one to eight 
weeks after the termination of the hexafluorodi- 
ethyl ether treatments. The following abstracts of 
cases 3, 4, 5, and 11 were selected as representa- 
tive examples of this group of responses. 


Report of Cases 


Case 3 (psychotic depression).—A 40-year-old married 
female was admitted in July, 1956, because of agitation, 
confusion, periods of disturbed behavior, depression asso- 
ciated with feelings of self-depreciation and unworthiness, 
and an inability to work or look after her family. Her 
history indicated the onset of her depression a year previ- 
ously, after the birth of her third child. She was hospital- 
ized, receiving a course of 30 electroconvulsive treatments, 
with some improvement. Several months later she became 
depressed again, and after her hospitalization, despite sup- 
portive treatment, her status remained unchanged. In 
December, 1956, the patient was placed on a course of 
hexafluorodiethyl ether therapy, receiving a total of 11 
treatments. She responded well, her depression lifting after 
the third treatment. In February, she was described as 
making an excellent ward adjustment, working in the hos- 
pital beauty shop, socializing with other patients, and writ- 
ing letters. 

When the patient was questioned about her treatments 
after their completion, she stated she was more frightened 
toward the end of the “gas” treatments because they were 
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not as instantaneous as electric shock. She also had a feel- 
ing of not being able to breathe before she lost conscious- 
ness. However, when she was confronted with the issue of 
making a decision as to what kind of treatment she would 
prefer if she had to receive treatment again, after some 
thought, because of her aversion toward having either type 
of treatment, she felt that she would take the gas because 
“it was less damaging to her brain than electricity.” In 
April, 1957, the patient was released from the hospital, and 
she is being seen in the outpatient clinic for psychotherapy. 
She continues to do well. 


Case 4 (schizophrenic reaction, acute catatonic excite- 
ment).—A 29-year-old married female was admitted Jan- 
uary, 1957, in a state of acute excitement. She was dis- 
oriented, agitated, restless, emotionally labile, manneristic, 
ritualistic, and at times very fearful. The history revealed 
the patient to have had exactly the same symptoms one 
year previous when she was admitted for the first time to 
this hospital. At that time she received 15 electroconvulsive 
treatments. After the third treatment she began to improve, 
and she was subsequently discharged. 

In February, 1957, the patient was started on hexa- 
fluorodiethyl ether therapy, receiving 12 treatments. After 
her third treatment she began to display signs of improve- 
ment. She was rational, cooperative, well-oriented, cheerful, 
and pleasant, and she participated in ward activities. 

When the patient was asked to compare experiences with 
both forms of convulsive therapy she revealed that she 
preferred the hexafluorodiethyl ether to electroconvulsive 
therapy but found the ethereal odor somewhat objection- 
able. She said that after electroconvulsive therapy she felt 
as if her “head was fried for two hours.” She also remem- 
bered having severe headaches after the electroconvulsive 
therapy. Within 10 minutes after her recovery from the 
hexafluorodiethyl ether treatment and on her return to the 
ward, she could begin her routine activities. At no time 
was there any complaint of confusion and memory loss. She 
was discharged in March, 1957. 

Case 5 (schizophrenic reaction, paranoid type, chronic ). 
-A 3l-year-old female, married but separated, was ad- 
mitted in January, 1957. At this time she manifested audi- 
tory and visual hallucinations, posturing and_ ritualistic 
movements, flattened affect, and fragmented thinking; she 
was incapable of self-care and was not eating. Her history 
revealed a previous admission to the Spring Grove State 
Hospital in May, 1955, with a similar diagnosis. At that 
time no active therapy was undertaken because of uncer- 
tainty concerning possible pulmonary tuberculosis. Diag- 
nostic studies were negative. She was placed on reserpine 
therapy for several weeks, and there was a gradual remis- 
sion of her symptoms. The patient was released in August, 
1955. 

During her present admission she received 12 hexa- 
fluorodiethyl ether treatments, making a gradual recovery. 
Her feelings about these treatments were: “I remember 
smelling and that’s all. I can’t say anything against them— 
I'm not afraid of them.” There were no complaints made 
referable to memory or feelings of confusion. She was re- 
leased from the hospital in March, 1957. She was seen 
several weeks later in an interview and was doing well. 


Case 11 (depressive reaction, with previous lobotomy ). 
-A 46-year-old female, married but separated, was ad- 
mitted in July, 1956. She complained of being depressed 
and unable to enjoy life and of a squeezing sensation in 
her throat, with an inability to function and look after 
herself. The history revealed that the patient had a supra- 
orbital lobotomy in 1949 for a similar complaint, without 
any feeling of relief. A few months prior to the present 
admission, because of her dysphoric feelings, the patient 
had a series of 12 electroconvulsive treatments, with no 
improvement. During the months of her present hospitaliza- 
tion the patient appeared to be a masochistic, frustrated 
individual, who had great feelings of inadequacy. Despite 
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the fact that the patient was being treated with chlor- 
promazine, she still complained at times of very strong 
suicidal tendencies, making only a marginal adjustment to 
hospital routines. She was seen in individual psychotherapy 
for several months, and various medicaments and combina- 
tions were tried in an attempt to relieve her persistent 
depression, but she continued to remain tense and de- 
pressed. In March, 1957, she received a total of 12 hexa- 
fluorodiethyl ether treatments, with a marked alleviation of 
her depression. In fact, the patient behaved in a rather 
irresponsible, euphoric manner. Gradually this behavior 
subsided, and the patient maintained her improvement. 

In discussing her feelings about the hexafluorodiethy] 
ether treatments she stated, “These treatments are less 
disturbing than the regular electric shock treatments. It 
doesn’t disturb my mind the way the others did. It doesn’t 
affect my memory as much.” She did not feel as confused 
with the gas treatments as she had felt with the electric 
shock. Near the end of her treatments she expressed a 
feeling that the electric shock treatments were not as hard 
on her as the gas because the electric shock put her out 
faster. When confronted with a choice, she could not make 
a decision in favor of either one. In May, 1957, she felt 
well enough to request leaving the hospital and was dis- 
charged. 


There were five patients (cases 7, 13, 19, 23, and 
24) who displayed a great deal of improvement 
but were not considered well enough to leave the 
hospital. Clinical examples of such cases are indi- 
cated in the following abstracts of the patients in 
cases 7 and 13. 

Case 7 (schizophrenic reaction, chronic, paranoid type). 
—A 34-year-old married male was admitted in December, 
1956, in a state of catatonic stupor. He expressed ideas of 
persecution and of being “framed” by friends, had bizarre 
concepts about himself such as that he had two heads, be- 
came emotional, with crying and reading of the Bible, and, 
finally, precipitated his hospitalization by drinking rubbing 
alcohol in a suicide attempt. His history indicated that he 
was well until July, 1955, when he began to talk “non- 
sense” loudly to his wife and became frightened on the 
street. Over the months he became progressively more 
suspicious of people and accused his wife of infidelity, 
demanding to know her whereabouts at all times; he be- 
came unable to hold a job, and took to sitting and brooding 
at home. He accused his 12-year-old daughter and wife of 
trying to “poison his coffee” and “dope his cigarettes.” 

The patient was given 12 hexafluorodiethyl ether treat- 
ments in March, 1957. His state of catatonic stupor and 
intense preoccupation was resolved. However, at times, he 
would be observed talking to himself and cleaning the ward 
in a very obsessive manner. He still appeared to be con- 
fused at times and was somewhat inhibited in his ability to 
communicate, but he had a fair contact with reality, had 
improved sufficiently to obtain ground privileges, and was 
working in the occupational therapy section. 

Concerning his thoughts about his treatment, he attrib- 
uted his improvement to the treatments which he was 
receiving. When questioned as to what they were, he re- 
plied that he was being given gas and “gas is doing some- 
thing to the weed-killing stuff in me.” He continued in this 
autistic manner, stating “it is given to me by a man in the 
apartment—gave it to me in a cup of coffee” (laughed) “it 
kind of takes my breath away but it doesn’t scare me.” The 
patient remains in the hospital at present and is maintain- 
ing a good adjustment. 


Case 13 (involutional psychotic reaction).—A 46-year- 
old widowed female was admitted in January, 1957, be- 
cause of increasing depression, paranoid delusions, and 
sexual preoccupations that were delusional in character. 


Her history revealed that the patient was hospitalized in 
1955 and treated with electroconvulsive therapy and psycho- 
therapy. 

She was given 10 hexafluorodiethyl ether treatments in 
March, 1957, with a resolution of her paranoid trends, but 
she still remained somewhat depressed, suspicious, and 
confused. In May, 1957, she continued to improve, was 
going home occasionally for a week end, and was making 
a good hospital adjustment. She was more cheerful and 
active and described herself as feeling better and more 
relaxed. When questioned concerning her treatments, she 
replied, “I breathe and go to sleep—I do not know what 
happens. I feel that I did not like it at first and still don’t 
like the effects of its putting me to sleep—the rushing of 
things all together as I breathe it. I have a funny feeling in 
my head. It all goes together and then just quits—that’s the 
end of it.” She could not remember previous experiences 
with electroconvulsive therapy. She was not frightened of 
the present treatments but felt she might have been of the 
electroconvulsive therapy, which, however, she could not 
remember too well. The patient remains in the hospital at 
the time of writing. 


There were 10 patients (cases 1, 2, 8, 14, 15, 16, 
17, 18, 22, and 25) who dispiayed only a transient 
improvement and relapsed after treatment stopped. 
Two samples of such cases follow. 


CasE 1 (schizophrenic reaction, chronic, paranoid, and 
catatonic features).—A 33-year-old married female was 
admitted to this hospital 15 months prior to the time of 
writing. On admission she was disturbed, excited, agitated, 
assaultive, and destructive, requiring seclusion, and was a 
difficult management problem. Her history revealed no 
record of previous difficulties until she was admitted to 
this hospital three weeks after the birth of her first child. 
At that time she had become depressed, hallucinated 
(auditory), extremely suspicious, had had _persecutory 
ideation, and had engaged in fragmented thinking and irra- 
tional behavior. During her course in the hospital she was 
first treated with chlorpromazine with no particular results. 
She was then given a course of electroconvulsive therapy 
with only transient improvement. She was then treated 
with reserpine with no apparent effect. Subsequently she 
received 50 treatments of insulin coma. This was later 
combined with electroconvulsive therapy, but after her 50th 
shock treatment the patient developed compression frac- 
tures of the fifth, sixth, and seventh thoracic vertebrae, and 
the electroconvulsive therapy was discontinued. There ap- 
peared to be no particular response to this treatment, and 
the patient ran a fluctuating course in which she would 
become disturbed, requiring seclusion and cold wet packs. 
At one point she was placed on a trial of estrogen therapy 
for a period of three months because it was noted that the 
patient became extremely disturbed for three days to a 
week after the onset of her menstruation. This therapy 
was discontinued because the patient showed no improve- 
ment. 

In the 15th month of her hospitalization she was given 
a course of hexafluorodiethyl ether therapy, receiving a 
total of nine treatments. She displayed marked improve- 
ment, but it lasted only a few weeks. During this period of 
improvement she participated in ward activities, was acces- 
sible, expressed desires to go home, and seemed more 
relaxed and comfortable. The patient stated that she pre- 
ferred this treatment (hexafluorodiethyl -ether) to electro- 
convulsive therapy, which she dreaded. She felt that she 
did not have as much confusion or trouble with her mem- 
ory as she had had with electroconvulsive therapy. 

Three months after her course of treatment there again 
occurred regression, and, with the onset of her menstrual 
period, she had an episode of catatonic-like excitement. 
She was given another course of hexafluorodiethyl ether 
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consisting of two treatments, and had a prompt but tran- 
sient improvement. At the time of writing she remains in 
the hospital and is receiving large doses of an ataractic 
drug (Chlorpromazine) that is having a moderate effect. 


Case 2 (schizophrenic reaction, chronic, catatonic, para- 
noid, and hebephrenic features).—A 32-year-old married 
female with four children has been hospitalized contin- 
uously at this hospital for 38 months prior to the time of 
writing. Just prior to the present treatment with hexa- 
Huorodiethyl ether she was isolative, withdrawn, apathetic, 
and hallucinating, with incoherent verbal productions. She 
was being considered for another trial with electroconvul- 
sive treatment when this experimental treatment was pro- 
posed. The history revealed that after a miscarriage in 
June, 1953, she was admitted to this hospital because she 
became depressed, withdrawn, suspicious, developed ideas 
of persecution, and had auditory and visual hallucinations. 
During her three years of hospitalization she has had _re- 
peated courses of electroconvulsive therapy, with very little 
improvement. In August, 1954, she had a complete course 
of deep-coma insulin treatments without noticeable effect. 
For a brief time in the early part of 1955 she showed a 
slight improvement, then regressed. A subsequent course of 
chlorpromazine and azacyclonol (Frenquel) hydrochloride 
was without appreciable effect. 

In December, 1956, she was started on hexafluorodiethy] 
ether therapy, receiving 15 treatments. While this patient 
displayed a great deal of anxiety when exposed to any type 
of treatment, she cooperated readily. Her hospital physician, 
who administered her previous courses of electroconvulsive 
therapy, seemed to feel that she had a more comfortable 
experience with hexafluorodiethy! ether. During her period 
of transient improvement she began to socialize with other 
patients, became interested in her appearance, and helped 
with the ward work. Her conversations became normal. 
She slept well, and her appetite was better. However, as 
treatment continued, she seemed to reach a plateau and 
showed no further improvement. 

When interviewed concerning her “gas” treatments she 
stated that she was not as much afraid of them as of 
electric shock treatments. However, as her treatments con- 
tinued, she became increasingly resistant to them. Two 
months after the termination of her treatments she again 
regressed, became seclusive, withdrawn, and preoccupied, 
stopped eating, and became a management problem. She 
was given a course of two hexafluorodiethyl ether treat- 
ments with a marked but transient improvement. She re- 
mains in the hospital at time of writing. 


There was only one patient (case 10) who dis- 
played no change during treatment. There were 
apparently no cases that were worsened by this 
treatment. Case 10 (below) was that of a patient 
with an involutional psychotic reaction. It was an 
interesting observation in this study that there 
were only three cases classified as involutional 
psychotic reactions, and in each case such patients 
had received intensive treatment before coming 
to this hospital. They had not responded to treat- 
ment, and, upon exposure to another course of 
treatment, there were none who showed sufficient 
recovery to be discharged from the hospital within 
the six-month period of this study. 

Case 10 (involutional psychotic reaction).—A 53-year- 
old married male was admitted in January, 1957, because 
of depression and somatic complaints. His history indicated 
that he had been hospitalized a few months previously, 
receiving a series of electroconvulsive treatments for a 
similar reaction. The patient received a course of 12 hexa- 
fluorodiethyl ether treatments in March, 1957. At times he 
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seemed to show some improvement in that his hypochon- 
driacal preoccupations were not as intense. He slept better 
and associated freely with the other patients. However, this 
improvement only persisted for a brief interval after one 
treatment. As treatment progressed he expressed increasing 
anxiety and seemed confused. By the end of treatment little 
difference could be seen from his state prior to the onset of 
treatment. He has remained in the hospital, and is making 
a marginal adjustment. The patient could not express any 
clear feelings about his treatment and was under the im- 
pression that he was getting electric shock treatments. 


In this initial study there appeared to be no evi- 
dence of any toxicity developing, as indicated by 
routine blood and urine studies. Liver-function 
studies (thymol-turbidity and cephalin-flocculation 
tests) showed no significant change. The electro- 
cardiograms were essentially unchanged. The 
question of what might occur if hexafluorodiethyl 
ether is combined with the administration of such 
drugs as succinylcholine chloride and thiopental 
(Pentothal) sodium as yet remains to be de- 
termined. The few initial electroencephalographic 
studies that were available, of the patients before 
and after treatment, seemed to indicate that the 
high-voltage slow waves did not persist to the 
degree which is usually seen after electroconvulsive 
therapy. 

The untoward effects observed appeared to be 
similar to those frequently encountered after elec- 
troconvulsive therapy. Some of the patients com- 
plained of one or more symptoms such as 
occasional headache, nausea, and dizziness, which 
occurred immediately after convulsion. These 
symptoms cleared in a very short time. Postictal 
confusion, amnesia, and psychomotor activity ap- 
peared to be less than with electroconvulsive 
therapy. There was one vertebral compression 
fracture in 288 treatments. The patient complained 
of severe backache, and x-ray examination indi- 
cated a fracture in the thoracic vertebrae. 

As some patients who had received courses of 
electroconvulsive therapy in the past progressed 
through their treatment, they appeared to develop 
some anxiety that was related to the delay of onset 
in contrast to the immediate action of electrocon- 
vulsive therapy. These delays resulted often, due 
to the experimentation that was being conducted 
in the regulation of the air and vapor mixture. 
Convulsions could not be elicited in less than 10 
seconds. 

The physicians giving the treatments admitted 
the advantage of the immediate action of electro- 
convulsive therapy, but felt that this was more 
than compensated for by the convulsant inhalant 
for the following reasons. First, the onset of the 
convulsion was gradual, without the “jackknifing” 
effect that is frequently seen at the onset of electro- 
convulsive therapy and that is suspected of produc- 
ing many of the compression fractures occurring 
in such therapy. Secondly, the period of apnea 
appeared shorter, and there appeared to be less 
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cyanosis occurring. Subjectively, the majority of 
the patients seemed less fearful of this form of 
treatment in contrast to electroconvulsive therapy, 
despite the anxiety occasioned by the delayed 
onset. 

No attempt was made to obtain percentage eval- 
uations relating to the degree of response of the 
patients in the different diagnostic categories, 
since we felt that the sample was too small. We 
observed, however, that, in a comparable group 
of 25 patients who were receiving electroconvulsive 
therapy during the period of this initial study, 9 of 
the patients receiving hexafluorodiethyl ether and 
only 5 of those receiving electroshock therapy had 
been. released from the hospital. Whether this 
trend is significant will be seen when this study 
is extended. 

Comment 


The mechanism by which the convulsive seizure 
is brought about is unknown at this time. Studies 
are being conducted comparing a series of patients 
receiving hexafluorodiethy! ether with those receiv- 
ing electroconvulsive therapy. These studies are 
being evaluated on the basis of the patient's clini- 
cal response and complications. Psychological 
studies are being conducted for comparative eval- 
uation of intellectual impairment following the 
two types of treatment and of their effect on 
memory function. Electroencephalographic and 
electrocardiographic studies and transaminase de- 
terminations are also being obtained on a compara- 
tive basis. Another area in which studies are 
planned is that of the relationship between hexa- 
fluorodiethyl ether and such muscle relaxants as 
succinylcholine. The use of tranquilizing drugs 
with this treatment procedure is also an area re- 
quiring investigation. The alternate use of hexa- 
fluorodiethyl ether and electroconvulsive therapy 
offers interesting possibilities. If a patient develops 
increasing resistance to one form of therapy he 
may be changed to the other. The question whether 
this alternation will bring about an _ increased 
therapeutic effect compared to the use of either one 
alone is being further explored. 
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CUTE APPENDICITIS.—In a recent analysis of the deaths from acute appen- 
dicitis in Philadelphia from 1944 to 1953 inclusive, the mortality was re- 
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Summary 


Hexafluorodiethyl ether (Indoklon), administer- 
ed to 25 hospitalized psychiatric patients requiring 
convulsive therapy, never failed to produce a 
convulsive seizure. It produced the same results 
therapeutically as electroconvulsive therapy with 
apparently less apprehension and less postconvul- 
sive confusion on the part of the patients. A three- 
month follow-up of this group of 25 patients com- 
pared favorably to that of a similar group of pa- 
tients receiving electroconvulsive therapy. 


Addendum 


Since submitting this manuscript we have ad- 
ministered more than 1,000 treatments with hexa- 
fluorodiethyl ether to about 80 patients. Our gen- 
eral impressions have remained unchanged. 

29 S. Greene St. (1) (Dr. Krantz). 


The hexafluorodiethyl ether used in this study was sup- 
plied as Indoklon by the Ohio Chemical & Surgical Equip- 
ment Company, Madison, Wis. 


This study was supported by grants from the Ohio 
Chemical & Surgical Equipment Company and the Friends 
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duced from 1 per cent to less than 0.5 per cent. The appendix had ruptured 
in 67 per cent of the fatal cases. In this study peritonitis was the cause of 56 per 
cent of the deaths. It was of interest that this figure was about the same for each 
of the ten years studied and was not lowered in the most recent years even though 
antibiotics were widely used. The mortality is greatest in patients over 50 years of 
age or in children under ten years of age. In the older patients, concomitant dis- 
eases oftentimes were an important factor in the death; in childhood, disturbances 
in the electrolyte balance and dehydration were of great significance.—F. A. Bothe, 


M.D., Appendectomy, The Surgical Clinics of North America, December, 1957. 
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EPIDEMIC DIARRHEA IN 


Despite the ubiquity of diarrheal disease in clin- 
ical practice, failure to identify a specific bacterial 
or parasitic cause is the usual happening. Even in 
those underdeveloped areas in the world where 
bacterial diarrheas are highly endemic, no etiolog- 
ical agents can be found in approximately 65% of 
the cases.' It has therefore been generally assumed 
that a number of viruses may be responsible for a 
majority of these illnesses. 

Impressive, although indirect, evidence does exist 
that various different, poorly defined viral agents 
may be a cause of a number of clinical syndromes 
characterized by diarrhea.” With some of these 
agents, diarrhea has been produced in human vol- 
unteers by inhalation” or on oral inoculation * and 
some have been passed serially in humans,‘ cats, *” 
calves,” and rabbit cornea.” Nevertheless, ac- 
cording to Higgins,” no complete evidence has yet 
been adducted in proof of a viral agent in diarrheal 
disease, largely because such an agent has not been 
propagated in suitable laboratory animals or in 
issue culture. 

The present report deals with two related out- 
breaks of diarrhea among infants from whom it was 
possible to isolate a virus clearly responsible for 
the illness. During the summer of 1956, an outbreak 
of diarrhea occurred among infants in the prema- 
ture nursery of the New York Hospital. The inmates 
of this particular nursery had been studied closely 
for the preceding six months as part of a general 
investigation into the effect of viral infection on 
premature infants. In the four-week period preced- 
ing the outbreak, no viruses had been detected in 
this population by weekly throat and rectal swabs. 


Epidemiologic Investigation 


The first case of diarrhea occurred on July 29; 
two days later, a second infant became ill. The out- 
break then built up gradually and ended abruptly 
within one week of its onset. Twelve of 21 infants 
in the nursery were affected. The epidemiologic 
features of the outbreak are of interest. The pre- 
mature nursery consists of four separate units, 
opening into a common corridor. The nursery and 
medical personnel is the same for all four units. 
Standards of cleanliness and of nursing and med- 
ical care are very high. 

Although all infants were individually isolated, 
cases of diarrhea occurred in all four rooms and 
appeared distributed at random. Infants in incu- 
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CAUSED 
TYPE 18 


Two related outbreaks of diarrhea among 
infants from whom it was possible to isolate 
a virus clearly responsible for the illness rep- 
resent the first proved instances of such 
etiology. Clinicaily, the disease was not se- 
vere. The diarrhea persisted from one to five 
days, with a mean duration of three days. 
The illness was treated by a reduction in 
caloric content of feedings, supplemented by 
the parenteral administration of water and 
electrolytes whenever indicated. After sub- 
sidence of the diarrhea, the babies were 
gradually returned to their normal formulas, 
without recurrence of disease. 


bators were affected as frequently as those in bas- 
sinets. As demonstrated in figures 1 and 2, age and 
weight did not affect the attack rate. The ages of 
the affected infants ranged from 6 to 46 days and 
the weights from 1,000 to 2,200 Gm. (2 Ib. 3 oz. to 
4 lb. 14 07z.). 

A detailed epidemiologic survey failed to sug- 
gest any noninfectious causes for the diarrhea. 
There was no evidence of bacteriological or chem- 
ical contamination of formula or water, nor could 
antibiotics or vitamins be shown to be responsible. 


Description of Illness 


Clinically, the disease was not severe. None of 
the sick infants showed significant temperature ele- 
vations or hypothermia. Two babies developed 
moderate abdominal distention; six others appeared 
lethargic or listless. Physical examinations were 
otherwise unremarkable; no mucous membrane 
lesions were noted. 

Generally, the diarrhea persisted from one to 
five days, with a mean duration of three days. Most 
of the infants passed five or six fairly large, watery, 
greenish stools each day; on occasion these were 
expelled explosively. Mucus or pus cells were not 
present, but in two of the infants small flecks of 
bright blood were noted on a single occasion. 

The illness was treated by a reduction in caloric 
content of feedings, supplemented by the par- 
enteral administration of water and _ electrolytes 
whenever indicated. After subsidence of the diar- 
rhea, the babies were gradually returned to their 
normal formulas, without recurrence of disease. 
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Microbiological Investigations 


Because of the obscure origin of the diarrhea, 
intensive microbiological investigations were con- 
ducted. Rectal and nose and throat swabs were 
collected on at least two separate occasions from 
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Fig. 1.—Distribution of infants with or without diarrhea, 
by age. 


all infants in the nursery, irrespective of whether 
they were sick or well. Additional specimens were 
collected from sick infants as soon as the onset of 
diarrhea was noted. Acute and convalescent blood 
samples were obtained three weeks apart from sick 
infants, and a single blood specimen was collected 
two to four weeks after termination of the outbreak 
from those who had remained well. Throat and 
stool cultures and blood samples were obtained 
from the nursing and medical personnel, all of 
whom were in good health at the time. 

The rectal swabs from infants were examined 
for the presence of bacterial agents by the methods 
described by Edwards and Ewing.* No Salmonella 
or Shigella organisms were found. Escherichia coli 
were isolated from swabs of 7 of the 12 sick infants 
and from a similar proportion of those who re- 
mained well. These strains were tested with typing 
serums against the potentially pathogenic serotypes 
(0-26, 0-55, 0-86, 0-111, 0-119, 0-125, 0-126, 0-127), 
but no agglutination was obtained. Throat swabs 
were plated by use of standard bacteriological 
methods; again no differences between the flora of 
the sick and well infants were observed. Stool and 
throat cultures from the staff were unrevealing; no 
Salmonella or Shigella organisms were found in the 
stools; and the respiratory tract flora were unre- 
markable. Investigations aimed at detecting the 
presence of viral agents were carried out concur- 
rently. 

Each specimen from nose, throat, and rectum 
was suspended in a balanced salt solution contain- 
ing penicillin, streptomycin, and nystatin (Myco- 
statin). After further clarification of stool suspen- 
sions by centrifugation, aliquots of all materials 
were inoculated directly into monolayer stationary 
cultures of both human amnion and monkey kidney 
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tissue. The cultures were observed for possible 
cytopathogenic effect for 7 to 14 days; those which 
failed to show definite tissue changes were sub- 
cultured through three successive passages before 
being considered negative. 

No cytopathogenic effects appeared in any hu- 
man amnion cultures inoculated with stool speci- 
mens from infants, but in monkey kidney tissue, 
stools from 10 of 12 sick infants showed an agent 
by the ninth day of the first passage. The cyto- 
pathogenic effect produced was similar to that ob- 
served with poliomyelitis viruses. No agent was 
isolated from the rectal swabs of nine well infants. 
On the other hand, stool cultures from 5 of 26 
members of the nursing staff revealed agents with 
a poliomyelitis-like tissue action; two of these pro- 
duced cytopathogenic changes in kidney tissue 
only, while three others grew out simultaneously 
in the first amnion passage. Throat cultures from 
infants and staff failed to reveal any agents in these 
tissues. 

In order to determine the relationship of the 15 
newly isolated gastrointestinal agents to each other, 
antiserum was prepared in rabbits against the virus 
isolated from one infant, designated the B, strain. 
All agents were then tested against the B, antiserum 
by standard tissue-culture neutralization methods. 
The results are shown in the table. The B, anti- 
serum neutralized in approximately equal dilutions 
not only the homologous virus but all other strains 
isolated from infants and two of the five obtained 
from the nursing staff. Cross-neutralization tests 
subsequently confirmed the fact that these strains 
are immunologically identical, except for Ss, S4, Ss. 
The 12 identical strains will be referred to collec- 
tively as the N; virus. S. was subsequently identi- 
fied as poliomyelitis virus type 1; the identity of S, 
and §S; has not been determined. 

The blood specimens obtained were tested for 
the presence of neutralizing antibodies to the N; 
virus. Because of the small amounts of blood ob- 
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Fig. 2.—Distribution of infants with or without diarrhea, 
by weight. 


tainable from premature infants, only serum dilu- 
tions of 1:2 and 1:16 were tested against 50 tissue 
culture doses of virus. All 12 infants with diarrhea 
showed a rise in antibody to 1:16 or above; none 
of the well infants had antibodies of 1:2 or higher. 
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Both nurses from whom the N; agent was recov- 
ered showed antibody titers of 1:8 in their acute 
phase specimen, which had risen to 1:64 two 
weeks later. 

Thus, all infants with diarrhea showed evidence 
of infection with N; virus, while none of the well 
infants did. A Chi-square test showed that this dif- 
ference is highly significant (p >0.001). 

Two weeks after the end of this outbreak, tissue 
cultures of stool specimens collected from all in- 
fants in the premature nursery once again failed to 
show the presence of a virus. 


Outbreak of Diarrhea Among Full-term 
and Older Infants 


Four days after the termination of the outbreak 
among premature infants, diarrhea was noted 
among patients in a sick infant ward in the same 
hospital. Within a four-day period, five babies be- 
came ill with signs and symptoms similar to but 
somewhat more severe than those shown by the 
prematures. The age of these patients ranged from 
one week to two months and their weight from 
3,300 Gm. to 6,200 Gm. (7 Ib. 8 oz. to 13 Tb. 10 02.). 

Bacteriological studies on stools and respiratory 
tract secretions were unremarkable, but with use of 
monkey kidney tissue cultures, cytopathogenic 
agents subsequently shown to be identical to the 
N; virus were recovered from the stools of all five 
infants with diarrhea. No virus was found in 10 
well infants on the same ward. Paired acute and 
convalescent serum specimens from the sick pa- 
tients showed fourfold rises in antibody titer to N; 
virus. 

An investigation into the source of this second 
outbreak revealed that one of the two nurses from 
whom N; virus had been recovered in the survey 
of the premature nursery staff had supervised the 
sick infants floor three days prior to the outbreak 
of diarrhea in the first baby. She recalled having 
handled at least two of the infants who subsequent- 
ly became ill. 

Identification of N; Virus 

Identification of the N; virus was attempted. The 
tissue affinity and the type of cytopathogenic effect 
obtained suggested that this agent belongs to the 
enteric cytopathogenic human orphan (ECHO) 
group. This impression is supported by the findings 
that it is nonpathogenic to suckling mice, and 
therefore probably not a Coxsackie agent; anti- 
serums to the three types of poliomyelitis virus do 
not neutralize it, and it does not possess the com- 
plement-fixing antigen common to the adenoviruses. 

The virus was tested against antiserums pre- 
pared with the 14 prototyped ECHO agents recog- 
nized at the time, and against antiserums to five 
similar enteric viruses more recently isolated by 
Ramos-Alvarez in A. B. Sabin’s laboratory.” Com- 
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prehensive neutralization and_ cross-neutralization 
tests revealed the immunologic identity of the N; 
virus and the D-3 prototype of Ramos-Alvarez and 
Sabin. The D-3 virus has subsequently been ac- 
cepted as ECHO type 18 by the committee on the 
ECHO viruses. 


Comment 


After the advent of tissue culture methods, 
virology entered an era similar to that faced by 
bacteriologists more than 60 years ago. The ap- 
plication of new tools to the search for microbes 
led to the discovery of innumerable new agents. 
At the present time, the chief problem in virology 
probably is not so much the isolation of new 
agents but rather the determination of the role that 
already known agents play in the causation of 
disease. 

The simple, temporal association of commonly 
occurring viruses with some disease entity cannot 
be accepted as proof that this particular agent is 


Tissue Affinity and Results of Neutralization Tests on 
Viruses Obtained from Infants and Staff 


Virus Cytopathogenie Action in Neutralized by Rabbit 
Source Strain Human Amnion Culture (Antiserum to B-1 Strain 
Infants B-1 No Yes 

B-2 No Yes 

B-3 No Yes 

B-4 No Yes 

B-5 No Yes 

No Yes 

B-7 No Yes 

B-8 No Yes 

B-9 No Yes 

B-10 No Yes 
Staff S-1 No Yes 

S-2 Yes Not 

S-3 Yes No} 

S-4 No Yes 

8-5 Yes No} 


All viruses showed cytopathogenic action in monkey kidney cultures 
+t Neutralized by poliomyelitis type 1 antiserum 
Unidentified agents 


responsible for the observed illness. Before a virus 
can be called the “cause” of any disease, much ad- 
ditional evidence must be obtained, most impor- 
tant of which is perhaps that available through 
epidemiologic methods. 

The evidence that ECHO 18 is etiologically re- 
lated to diarrhea in infants may be summarized as 
follows: 1. Evidence of infection with the virus was 
found in every infant with diarrhea, but not in 
those who remained well. These differences showed 
a high order of significance by statistical test, indi- 
cating that chance association was unlikely, 2. A 
significant rise in antibodies to ECHO 18 occurred 
in all infants with the disease and was temporally 
related to the course of the illness. 3. ECHO 18 
was found among infants in the premature nursery 
only during the course of the outbreak; the virus 
was not present before or after the epidemic had 
run its course. 4. A second outbreak occurred 
among other infants in a different part of the same 
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hospital after exposure to a nurse known to be 
excreting ECHO 18. Again, a definite association 
between the presence of the virus and the appear- 
ance of diarrhea was demonstrated. 5. ECHO 18, 
in our experience, is not a commonly occurring 
virus. We have been unable to isolate it from near- 
ly 100 stool specimens obtained from young chil- 
dren with various types of illnesses. 

The conclusion that ECHO 18 caused the two 
separate but related outbreaks of diarrhea is thus 
strongly supported by epidemiologic, immunologic, 
and statistical analyses. It is perhaps fortunate that 
in this instance ECHO 18 had an “all or none” 
effect on its hosts; when the virus was present, 
diarrhea invariably occurred. Had the agent caused 
any appreciable amount of subclinical illness, the 
statistical approach might not have provided an 
answer. 

It is obvious that absolutely incontrovertible evi- 
dence in favor of the association between the virus 
and diarrhea might be obtained by suitably de- 
signed observations- with human volunteers. The 
possibility must then be considered that this agent 
may on occasion produce an entirely different clin- 
ical syndrome in older children and adults; thus 
studies of this type might not be worth the risk. 

Of some clinical interest are the observations 
concerning the course of the illness in premature 
infants. Considering their relatively poor response 
to bacterial infection, these infants withstood their 
illness surprisingly well. Not only was the disease 
relatively mild but a prompt antibody response oc- 
curred, sufficient to control the infection in a short 
time. 

Summary 


Evidence has been presented linking ECHO 
virus type 18 to two separate but closely related 
outbreaks of diarrhea in premature and older full- 
term infants. This represents the first instance in 


which a virus isolatable by laboratory methods has 
been shown to be a cause of an outbreak of epi- 
demic diarrhea. 
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ENTAL RETARDATION IN PHENYLKETONURIA.—Phenylketonuria is 


a condition in which there is an inherited biochemical defect in the normal 


oxidation of phenylalanine to tyrosine. 


. Persons with this defect are 


almost always mentally retarded, usually to a severe degree. Most authors make no 


comment, or only incidental mention, of seizures in patients with phenylketonuria, 


but Cowie, Woolf and Vulliamy, 


and Bosma and associates have commented upon 


the frequency of coincident epilepsy. Penrose mentioned in 1946 that some affected 
children had seizures but that he had never observed them in phenylketonuric 
adults. The incidence of this disease in the population at large is not known; the 
frequency in institutions for retarded children was found to be 1% in the northeastern 
United States by Jervis, 1% in Utah, 1.2% in Britain, and 0.04% in Switzerland. 
Because this metabolic entity has been well studied chemically and clinically, be- 
cause we find seizures frequently, and because control of the chemical aberrations 
has been achieved by dietary means, phenylketonuria lends itself well as a model for 
electroencephalographic (EEG) studies of metabolic disease affecting the brain.— 
N. L. Low, M.D., J. F. Bosma, M.D., and M. D. Armstrong, Ph.D.,. Studies on 
Phenylketonuria, A. M. A. Archives of Neurology and Psychiatry, April, 1957. 
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This article is an outline for the care of flexor 
surface lacerations to the fingers and thumb. It is 
hoped that it will serve as a guide for the surgeon 
whose experience is insufficient to have estab- 
lished a definite pattern of care for injuries at 
different levels of the fingers and thumb. The con 
cept of advancing the divided profundus tendon 
distal to the level of laceration is emphasized. By 
so doing, the cutaneous laceration and the tendon 
laceration do not erannulete and sear at the same 
area. 


General Anatomy 


Each finger is essentially the same, having two 
flexor tendons, sublimis to the middle phalanx and 
profundus to the distal phalanx. The intrinsic hand 
muscles flex the proximal phalanx. The thumb 
differs, having only one long flexor tendon which 
motivates the distal phalanx, and the intrinsic hand 
muscles flex the proximal phalanx, there being no 
middle phalanx. Each digit has two volar digital 
nerves, one ulnar and one radial. The long flexor 
of the thumb and the sublimis and profundus ten 
dons of the fingers run in relatively nonexpandable 
conduits or tendon sheaths, from proximal to the 
metacarpal heads to the distal joints. Minor re- 
peated traumas of everyday use lead to stenosing 
tenosynovitis interfering with smooth gliding of the 
tendons within the sheaths. Major trauma of lac- 
eration through the skin, subcutaneous fibrofatty 
tissue, tendon, sheath, nerve, and periosteum of the 
phalanges is devastating to function. 


History of Injury 


“Where, when, and how” the injury was. sus- 
tained are important. 

Where.—The surrounding of farm or factory may 
influence the nature of the wounding. 

When.—The time elapsed after injury influences 
the treatment. Tendon suture is rarely undertaken 
if the wound is over six hours old. Exceptions are 
made in very clean incised wounds with minimal 
contamination. 

How.—The mechanism of injury and the object 
causing the tendon division are important in decid- 
ing what may be accomplished. 

The cooperation of the patient and his tissue 
reaction in past injuries, as well as his age, are 
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SURGERY FOR FINGER FLEXOR TENDON 
NERVE LACERATIONS 


WITH EMPHASIS ON ADVANCEMENT OF THE DIVIDED PROFUNDUS 
TENDON DISTAL TO THE LEVEL OF LACERATION 


Kenath H. Sponsel, M.D., Minneapolis 


Injuries to the flexor surfaces of the fingers 
and thumb may divide the tendons of the 
superficial and deep flexor muscles, damage 
the corresponding tendon sheaths, or inter- 
rupt digital sensory nerves. The effects on 
functions are devastating, especially if both 
the profundus and the sublimis tendons have 
been cut, unless surgical repair is successful 
Infection, rough handling, probing, and too 
much dissection make for poor results. In 
very clean wounds an expert can restore fair 
or good function. When the surgeon en- 
counters a contused or contaminated wound, 
or is in doubt how to proceed, he will best 
serve the patient by cleansing the wound and 
closing it without tendon repair. After the 
wound is well healed, a tendon graft can be 
performed. The techniques here described 
emphasize the possibility of locating the ten- 
don sutures at levels other than the site of 
laceration, so as to minimize adhesion and 
scarring. In some situations it is necessary to 
excise the sublimis tendon and rely on sutur- 
ing the profundus. If the profundus tendon 
has been divided by a laceration less than 
2 cm. from its insertion, the proximal end of 
the lacerated tendon can be advanced for 
attachment to the distal phalanx. It is essen- 
tial that the wrist and finger joints be kept in 
a properly flexed position by external im- 
mobilization during the period of healing. 


factors influencing the final outcome. Failure re- 
sults when infection supervenes after the wounding 
and initial surgery. 


Examination 


The local examination is carried out under asep- 
tic conditions with the examiner masked. With 
complete tendon division, the finger is straight 
beyond the laceration, i. e., the position of function 
in semiflexion is absent. In the adult, active motion 
of each joint of the involved digit and sensation to 
pinprick are tested. In the child, active motion may 
be observed, but sensation testing is usually incon- 
clusive. In uncooperative adults and children, one 
should assume that the adjacent digital nerves are 
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divided at the wound level until continuity or 
division is demonstrated at surgery. Many times 
the periosteum or joint capsule is divided deep in 
the wound. 

Wounds should not be explored or probed at this 
stage. Explorations are withheld until the surgical 
field is properly prepared. The x-ray may indicate a 
depression of the cortex of the phalanx, a fracture, 
or the presence of a foreign body. Tendons are not 
primarily sutured in fractured fingers. 


Operation 


Dry Field and Anesthesia.—Surgical damage is 
held to a minimum by careful handling of tissues 
clearly visualized in a dry field by a pneumatic 
tourniquet in a patient under general anesthesia. 
When local or wrist nerve-block anesthesia in the 
hand and fingers is the choice, relatively painless 
hemostasis may be obtained by wrapping the 
forearm with a gum rubber bandage. This broad 
compression of the forearm can usually be toler- 
ated for between 30 and 60 minutes in a patient 
under sedation and narcosis. A rubber-band tourni- 
quet at the base of the finger is not recommended, 
nor is ulnar nerve block in the confining sulcus at 
the elbow. Both of these techniques may lead to 
chronic compression neuritis. 

Wound Preparation.—The extremity is scrubbed 
to the wound edges for at least 10 minutes with 
white or green soap. Alcohol and other skin anti- 
septic solutions may be used but certainly not in 
the wound. The wound is extensively irrigated with 
saline solution. Mechanical cleansing may be fa- 
cilitated by daubing the wound with a sponge wet 
with saline solution while the irrigating stream of 
saline solution is directed into the wound. In in- 
stances where surgery is undertaken with use of 
local anesthesia, it is well to do a regional nerve 
block prior to final irrigation and cleansing of the 
wound, 

Instruments, Technique, and Suture Materials.— 
Adequate instruments should be available in prac- 
tically every operating room. These include dural- 
type forceps, other small thumb forceps, mosquito 
hemostats, skin hooks, small rake retractors, the 
Bard-Parker no. 15 blade on the small handle, and 
small sponges. The bulb-type syringe should be 
available for irrigating with saline solution. Small 
semicircle needles used in eye surgery and small, 
straight, round needles are included. 

The preferable technique is minimal handling 
of the tendon and tendon sheaths. Bleeding is held 
to a minimum by the pneumatic tourniquet. The 
wound is irrigated with saline solution to free it 
of discoloration and blood. This solution is blotted 
up gently with a moistened sponge. Dry sponges 
are not blotted against tendons or tendon sheaths. 

Often it is desirable to drill a hole in bone for 
tendon fixation at the distal phalanx. The cutting 
type of straight skin needle is used as a drill point 
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(fig. 1D). This needle is simply placed in the 
regular type of hand drill and drilled across the 
distal phalanx and out through the nail. Two such 
needles are inserted. The wire sutures from the 
proximal tendon are threaded through the eye of 
the needles and pulled through the phalanx and 
nail and are tied over the nail without special 
buttons or pads. 

Suture material is limited to wire and silk. The 
single-filament no. 34 and no. 36 stainless steel wire 
may be used. The silk preferred is 000000 braided 
white silk. This silk suture is available on swaged 
needles of a small caliber which are either straight 
or curved. These swaged needles pass through the 
tendons or nerve with a minimal injury to the tissue. 

The tourniquet is released prior to closure for 
completion of hemostasis. 

Wound Exploration.—It is usually necessary to 
extend the wound both proximally and distally. 
This is done with the least harm by extending the 
laceration to the lateral midline between the flexor 
and extensor surfaces (fig. 1A, B, C, and 2A, B, C). 
The incisions may be extended proximally laterally 
on one side of the finger and distally in the lateral 
midline on the other side of the finger. Adhesion of 
tendon to incision and flexion contracture will re- 
sult from extending the laceration longitudinally 
along the flexor surface of the finger. 

When extending the wound, care must be exer- 
cised to incise only the skin and the subcutaneous 
tissue superficial to the neurovascular bundle 
(fig. 1B, C, and 2B, C). When there is doubt about 
the identification of the neurovascular bundle, the 
undermining of the skin should start in the area of 
normal tissue. Then one can work toward the edge 
of the laceration. If the digital artery is lacerated, 
one can be almost certain that the nerve is cut. 
The nerve end may be identified by gentle spread- 
ing of the tissues with a mosquito hemostat. Be- 
tween 3 and 10 fibrils are contained within the 
nerve. The vessel should not be ligated until the 
nerve ends are identified. Identification may be 
maintained with a tag of 000000 silk suture. Both 
digital nerves should have preoperative function, 
or they should be explored and sutured as neces- 
sary. 

The tendons are larger and more easily identi- 
fied. The distal end is the easiest to find. The sheath 
should be opened laterally. The distance of proxi- 
mal tendon retraction depends on the strength of the 
muscular contraction at the time of tendon division. 
When the profundus tendon is divided in the distal 
half of the finger, it may be prevented from retrac- 
tion into the palm by the mesotendon at the level 
of the middle phalanx. Laceration in the proximal 
half of the finger leads to considerable retraction 
of one or both flexor tendons. Identification of the 
tendons may be necessary by transverse incision in 
the palm of the hand just proximal to the distal 
palmar crease (fig. 2D). Identification of the pro- 
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fundus tendon is made by the attachment of the 
lumbrical muscle. The sublimis tendon has no 
muscle attachment in the hand. Hemorrhage into 
the tendon sheath may be mistaken for lumbrical 
muscle. The most innocuous instrument for guiding 
the tendon back into the sheath is a fine-caliber, 
moistened catheter, It is introduced from either the 
surgical palm wound or the laceration. At the time 
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of the identification of the proximal end of the 
divided tendon, a 000000 white silk suture or no. 34 
to 36 stainless steel wire is interwoven in the distal 
0.25 in. of the tendon. This in turn is tied or sutured 
to the catheter. By leaving several inches of suture 
between the tendon end and the catheter, one may 
preserve this suture for use in the final tendon 
anastomosis. 
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Tendon Repair at Different Levels—Fingers 


Injury—Laceration Within One Inch of Insertion 
of Profundus, Only Profundus Tendon Divided 
(fig. 1A, D, E, F).—Advance the proximal end of 
the lacerated tendon to the finger tip. 
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This procedure is carried out by extending the 
incision laterally up to the middle of the distal 
phalanx and then across the pulp to about the mid- 
dle of the flexor surface. Expose the distal stump 
of the flexor tendon and pull it out of the flexor 
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sheath. Roughen the bone underneath the insertion 
for the receiving of the new tendon insertion. Two 
straight cutting needles are directed from the in- 
cision through the bony phalanx and out through 
the nail. Both are left protruding on each side of 
the finger. A stainless steel suture, no. 34 wire, is 
woven through the distal 0.25 in. of the proximal 
end of the profundus tendon. Wires are directed 
through the distal sheath. Each wire is put through 
a needle. Care is given to avoid twisting the tendon 
The needles are withdrawn through the nail, leav- 
ing the wires. With the wrist and finger flexed, the 
tendon is easily pulled to its new insertion at the 
distal phalanx. The wire sutures are tied over the 
finger nail. The distal stump is trimmed so that 
the raw area is against the advanced tendon. The 
stump is laid over the transferred tendon. A suture 
holds each side of the advanced tendon to the 
overlaid stump ( fig. 1F ). 

The divided nerves are sutured with 000000 white 
silk or eve silk. The tendon sheath is not sutured. 
The wound is closed by approximation of the tis- 
sues as required, Skin sutures are all that are need- 
ed in many instances. 

Injury—Laceration of the Middle Third of the 
Finger, Profundus Tendon Divided (fig. 1G, H ).— 
Either suture tendon end to end or resect a short 
portion of the distal stump to the advance suture 
line, then make end to end suture. 

When the profundus tendon is divided more than 
| in. from its insertion, but distal to the proximal! 
interphalangeal joint, an end to end anastomosis is 
indicated. This may be associated with some lacera- 
tion of a portion of the sublimis tendon as it spreads 
laterally. Under these circumstances the sublimis 
laceration is smoothed. If the profundus tendon is 
sutured at the level of the injury to the sublimis 
tendon, adherence surely will take place (fig. 2/). 
In this instance the distal stump of the profundus 
tendon may be shortened 0.25 to 0.5 in. This per- 
mits the end to end suture at a point distal to the 
injured sublimis tendon. The tendon suture is 
interwoven in each end of the divided profundus 
tendon and then tied. A window of the tendon 
sheath is removed for 0.5 in. on either side of the 
suture line.’ The tendon callus will be less adherent 
to subcutaneous fat than it would be to tendon 
sheath (fig. 2/). Appropriate nerve and skin repair 
is carried out. 

Injury—Laceration Over Proximal Phalanx, Both 
Sublimis and Profundus Divided (fig. 2A, D, E, 
F, G).—Excision of the sublimis tendon and end 
to end suture of profundus tendon should be done. 

This is a devastating injury. Only those surgeons 
mastering simpler tendon injuries should undertake 
the primary repair. Should the operator have doubt 
as to his skill, he should prepare the wound prop- 
erly, approximate the nerves in the usual fashion, 
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and close the wound. No attempt should be made 
to approximate tendons. Exploring for the tendons 
or excessive handling of the tissues promotes fibro- 
sis. The scarring should be kept to a minimum so 
that the bypass of the scar by the tendon graft will 
accomplish its purpose of nonadherence to the 
wound. Within three or four weeks an elective 
tendon graft may be performed by one familiar 
with the procedure. 

When urgent reparative surgery is undertaken 
with primary tendon suture, it is necessary to excise 
the sublimis tendon from its insertion to a point 
proximal to the tendon sheath in the palm of the 
hand (fig. 2D, E). Sublimis and profundus tendons 
may be sutured side by side in the palm to give a 
two-muscle, one-tendon finger (fig. 2D, G). An 
alternate method is to pull the sublimis tendon out 
of the laceration, cut the proximal portion, and 
permit it to retract (fig. 2E). Thereafter, the pro- 
fundus tendon is sutured. A broad window is 
removed from the tendon sheath in the area of 
suture. Excessive handling of the fibrous tendon 
sheath and the tendons in this area of so-called “no 
man’s land” between the distal palmar crease and 
the level of the proximal interphalangeal joint leads 
to extensive scarring (fig. 21). Probing and dissect- 
ing in this area contributes to adhesion. Suture 
of both tendons at the same level leads to a single 
scarred tendon. 

In very clean wounds in the hands of experts 
excision of the sublimis and suture of the profundus 
give good to fair functioning fingers. I believe that 
many are teaching initial wound surgery with 
closure and later tendon grafting for these severe 
wounds. 


Tendon Repair at Different Levels—Thumb 


The long flexor tendon of the thumb may easily 
be advanced if laceration is within an inch of the 
insertion. Otherwise, end to end suture may be ac- 
complished. With careful handling, one should 
expect good results from this repair. Adherence of 
the sutured area depends considerably on the 
amount of damage to the small muscles of the 
thumb. Surgical repair in the area of the small 
muscles of the thumb is prolonged and traumatic 
when attempted without a tourniquet. Special care 
must be exercised to prevent further injury to the 
digital nerves. Divided nerves must be repaired. 


Postoperative Care 


Bulky dressings are applied. The wrist is flexed 
about 45 degrees, and the finger is flexed sufficient- 
ly to touch the thumb (fig. 1H and 2H), Gauze 
dressings are placed next to the wounds. Position is 
held by plaster splints or a cast. In children, long 
arm casts are applied with the elbow flexed. Chil- 
dren may wiggle out of the short arm casts and 
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splints. A distal shift of the splint will straighten 
the wrist and finger and may disrupt the tendon 
and nerve suture. 

An early dressing change is essential in hot 
weather to prevent maceration of the wound edge 
by perspiration and bloody dressings. Perhaps all 
patients should have the initial bloody dressing 
changed to prevent maceration. 

The wrist and finger are held in flexion for three 
weeks. During the third week the patient may 
wiggle the finger in the dressings. The wire suture 
emerging from the fingernail bed is pulled out 
three to four weeks after the surgical repair. One 
side of the wire loop is cut near the fingernail. The 
knot and the remaining portion of the wire are 
gently pulled out of the distal phalanx. If the wire 
does not come easily, a square of adhesive tape is 
simply placed over the wire and the fingernail. One 
week later the wire is again slowly drawn out. In 
the rare instance that the wire cannot be pulled 
easily, both edges of the loop may be cut close to 
the fingernail, to be covered by the fingernail as it 
grows out. No harm will result therefrom. 

During the fourth week, a splint holding the 
wrist straight is applied. This is removed two or 
three times a day for soaking in warm water. Active 
motion is attempted. Passive motion is not tried at 
any time. By the end of the fifth week the patient 
should try to do light manual work. 

Beginning with the fifth week the patient dis- 
cards all splinting. He is urged to exercise each 
joint of the finger individually, holding the proxi- 
mal portions of the finger and the wrist straight 
with the other hand. Those who perform muscular 
work tend to get the best results. 


Comment 


The occasional surgeon should expect good re- 
sults from advancement of the tendon to the tip of 
the finger. In effect, this procedure places normal 
tendon at the level of the laceration. End to end 
suture of the profundus tendon unaccompanied by 
injury to the sublimis tendon should give good re- 
sults. Stiff and awkward fingers result from suture 
of both tendons at the same level (fig. 27). Primary 
suture of the profundus tendon with excision of 
the sublimis tendon gives good results in some 
cases. Such surgery will be better left to the more 
experienced surgeon. Tendon grafting is a proce- 
dure to be undertaken by those who have mastered 
the primary phases of tendon repair. 

Tendon graft to replace the profundus in cases 
of good function of the sublimis is not advocated. 
The operative procedure necessitates manipulation 
and handling of the whole sublimis tendon into the 
hand. This leads to some adhesion in the sheath 
from the palm of the hand to the middle phalanx. 
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Recovery of function is not sufficient in the distal 
joint of the finger to justify reduction of normal 
function at the proximal interphalangeal joint and 
at the metacarpophalangeal joint. 

Cleansing of the wound, nerve repair, and wound 
closure is a recommended procedure when both 
tendons are divided. Later a tendon graft may be 
accomplished under ideal conditions. Should ad- 
herence of primarily sutured tendons prevent active 
motion, lysis of the repaired tendon is a wasted 
procedure. A finger is suitable for tendon graft if 
all other tissues in the finger are good. Had pri- 
mary suture not been attempted, less scarring 
would be present for the grafted tendon. 

Occasionally, a stab wound in the proximal por- 
tion of the finger may divide the profundus tendon 
but not the sublimis tendon. At this level, the 
fibrous sheath is well defined. Personal experience 
with repair of the profundus tendon at this level 
has not been good. The level of end to end suture 
may be advanced. If no suture is done, the finger 
will have a normal metacarpal phalangeal joint and 
good motion at the proximal interphalangeal joint. 
The loss of active motion at the distal joint in an 
otherwise normal finger is preferred to one with a 
little motion at each interphalangeal joint as a re- 
sult of surgical failure of the profundus suture. 

Another observation is the lack of recovery of 
hyperextension of the interphalangeal joint of the 
thumb after fixation of the digit in flexion for three 
weeks during the tendon healing period. The de- 
gree of hyperextension varies in individuals. Its 
loss does not appreciably reduce the function of 
the thumb. 

Attempted motion before three weeks’ healing 
time is not successful. It is doubted that any suture 
can be placed in these tendons that will eliminate 
the need for external immobilization. 


Conclusions 


In the management of flexor tendon injuries in 
the fingers and thumb, the tendon suture may be 
advantageously advanced beyond the level of lacer- 
ation. Adhesion is thereby minimized. Nerves 
should be sutured delicately. Recovery of sensation 
is the rule. External immobilization of the wrist 
and involved fingers is advocated. 

605 Tenth Ave. South (4). 
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DIAGNOSIS, PROGNOSIS, 


and 


The aphasic patient presents a complex and diffi- 
cult problem to all concerned; however, through 
careful evaluation of his medical, physical, lan- 
guage, social, and personality status, much can be 
done to help him. There are those in the medical 
and rehabilitation fields who regard the aphasic 
patient as hopeless or who contend that a rehabili- 
tation program has no significant influence on the 
improvement of such a patient's ability to com- 
municate. These workers insist that, after a cere- 
brovascular accident, recovery of communication 
mechanism, if it will occur, is based on spontaneous 
recovery within the nervous svstem by reorganiza- 
tion processes of the residual cerebral functional 
capacity. Nature does, and must, play its role in 
the readjustment period, but such spontaneous 
restitution is of value to the patient only if con- 
trolled stimuli are applied to provide its integration 
and function. ' 

It has been well established, however, that early 
retraining does much to increase the functional 
language ability of the patient and aids in allevi- 
ating the depression and anxiety which, in them- 
selves, create havoc with his general language 
function. We have found that those patients who 
are seen early after the loss of their language 
ability are better able to adjust and are better 
motivated than those who, through either poor ad- 
vice or lack of information, delay therapy. 

The unique psychological status of one who 
finds himself suddenly without (or with depleted ) 
speech is overwhelming. No definitive psychothera- 
peutic measures are of value in these situations; 
however, much of the emotional support which 
comes from a patient-therapist relationship is essen- 
tial and implicit in a rehabilitation team. Without 
it, no amount of routine retraining is of value—nor 
will nature, in its act of spontaneous recovery, pro- 
vide it. These patients need all of the support and 
encouragement that can be provided in view of 
the organic and psychological trauma they have 
suffered. 

Emphasis in the treatment program is based on 
the concept of the whole patient. How a person 
handles environmental stress and stimuli is de- 
pendent on the dynamic combination of three basic 
factors. These are his physical abilities, his emo- 
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A patient recovering from a cerebrovas- 
cular accident needs all of the support and 
encouragement that can be provided in view 
of the organic and psychological trauma he 
has suffered. The existing aphasia should be 
considered as a disturbance having four 
aspects or involving four functions: under- 
standing, talking, reading, and writing. Care- 
ful diagnostic tests identify the nature of the 
impairment and form the basis for establish- 
ing a program of therapy. The goals are 
thought of in terms of basic communication, 
home adequacy, social acceptability, and vo- 
cational adequacy. In a large rehabilitation 
center an aphasia therapist should assume 
| leadership in helping other members of the 
rehabilitation team to understand the patient 
and to coordinate the program. Group ther- 
apy is applicable in many forms, and it helps 
to provide multistimuli situations. The families 
of aphasic patients also need support and 
guidance. A family group session sometimes 
helps to bridge the gaps from the rehabilita- 
tion center to the sheltered family home and 
thence to the world outside. 


tional status (inner resources), and his social sur- 
roundings. Even though one of these factors may 
be deficient, it has been found that satisfactory 
adjustment may be made in the other two. This is 
possible through utilization of the reserve physical 
potential, reorientation of the inner (emotional ) 
reserves, and control or correction of the social en- 
vironment. New combinations of these may be 
found and used by the disabled person so that an 
adequate adjustment can be made for meeting the 
stresses which occur in his life. 

It is the purpose of this paper to attempt to 
clarify the methods and benefits of working with 
aphasic patients within the framework of the gen- 
eral rehabilitation team setup, with emphasis on 
the language area. 

Although most patients seen in a comprehensive 
rehabilitation setting are referred for “speech” help, 
an associated hemiplegia or hemiparesis usually 
exists. Many patients seem more concerned with 
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the inability to walk or to use an arm than with 
the more disabling loss of their speech. The process 
of reeducating the patient is not only directed at 
the language difficulty but is combined with a 
well-rounded physical restoration program. The 
benefits derived from such a comprehensive pro- 
gram and multidirected therapy have been encour- 
aging and should be made available to all aphasic 
patients, regardless of whether there is an associ- 
ated hemiplegia or other organic involvement. 
Diagnosis 

From the standpoint of diagnosis and language 
evaluation, it is necessary to consider the patient 
in relation to the four main language modalities *: 
(1) understanding, (2) talking, (3) reading, and 
(4) writing. Disturbed function or impairment in 
one of these language modalities is reflected in the 
others, according to the dynamic theories of cere- 
bral function as described by Schuell.’ 

Impairment, rather than complete loss of a lan- 
guage function, is generally found, since residual 
function is usually present. The therapist must 
determine which areas of language are predomi- 
nantly affected in order to determine how to pro- 
ceed with retraining, and he does so through a 
careful screening test which includes hearing and 
visual evaluation. This takes into consideration the 
patient’s functional ability, that is, his language 
use incidental to performing such activities of daily 
living as using the telephone, writing his name, 
reading the newspaper, handling money, and using 
the calendar and clock. Ability in mathematics also 
must be investigated, from that required for simple 
calculation to that for more involved problems. 

Diagnostic Classifications 

There are two working hypotheses of significance 
in making a diagnosis of aphasia: 1. Involvement 
and impairment of one of the cerebral functional 
areas is reflected in more than one language modali- 
ty. 2. Impairment of any modality often involves 
more than one cerebral function. Just as an infant 
needs and depends on hearing, listening, and under- 
standing to develop speech, an aphasic patient also 
needs these abilities. What happens to a deaf or 
hard-of-hearing child as a result only of his inability 
to hear is obvious. Evidence is available from work 
with the aphasic patient which indicates that many 
expressive disturbances are a direct result of defi- 
ciency in auditory understanding and that all apha- 
sic patients show some disturbance in this language 
modality area. In this respect, it has been found 
possible to group patients into four different diag- 
nostic classification groups*: (1) receptive-type 
aphasia, in which the primary difficulty appears to 
be comprehension; (2) expressive-type aphasia, in 
which the greatest difficulty exists in the expressive 
areas of language and might include some or all 
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of the modalities of communication; (3) expressive- 
receptive aphasia, in which there is apparent equal 
involvement in both the expressive and receptive 
functions of language; and (4) global aphasia, in 
which there appears to be no language capacity in 
any area of communication. 

Receptive: Understanding.—Disturbance re- 
ceptive function is usually present to some degree, 
since all language modalities serve to reinforce one 
another and loss in one area would necessarily 
affect another. However, when a patient is totally 
unable to recognize gross sounds or individual 
words, to match similar objects or forms, or to 
recognize written single words, prognosis is less 
favorable than if there existed only an inability to 
say or write the word, which is more predominantly 
an expressive disturbance. 

Hearing and visual problems (hemianopsia) are 
frequently present and must be screened. The level 
of auditory understanding must be determined. Are 
gross sounds, words, letters, numbers, directions 
(both simple and complex), and _ conversation 
understood? To what extent is the auditory memory 
affected? 

Receptive: Reading.—In the receptive-visual area 
the following determinations must be made: Can 
the patient match and recognize objects, pictures, 
letters, numbers, words, phrases? What is his read- 
ing-understanding level, on the basis of graded 
reading tests? 

Expressive: Talking.—Problems of verbal expres- 
sion must be evaluated. Can the patient imitate 
sounds, words, sentences? Is there an accompany- 
ing dysarthria? Does word-finding difficulty (ano- 
mia) exist, and is the patient's speech garbled, 
inverted, or filled with complete but inaccurate 
words? Does difficulty with grammar exist to the 
extent either of total lack or of confusion of con- 
nective words? To what extent is thought organiza- 
tion affected? Also, such compensatory procedures 
devised by the patient as tendencies to persevera- 
tion, stereotyped phrases, and clichés or automatic 
speech, as well as his ability to gesture, are care- 
fully noted, as are the patient’s reactions to his 
mistakes and his emotional stress. 

Expressive: Writing.—The visually expressive area 
is investigated. Switch of handedness is frequently 
the problem, but determinations are also made of 
whether the patient can copy designs and letters, 
write words or sentences from dictation as well as 
spontaneously, and spell correctly. Frequently, simi- 
lar mistakes in talking and writing are noted. 

Prognosis 

On the basis of this careful language screening 
process, rehabilitation goals can be established and 
a training program determined. Although frequent- 
ly tentative, these are arrived at through a cautious, 
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subjective evaluation of the patient and his re- 
actions, with consideration of his premorbid per- 
sonality factors and of the medical diagnosis and 
prognosis. 

These goals should be guided by the patient's 
functional language ability, and should be thought 
of in terms of (1) basic communication, (2) home 
adequacy, (3) social acceptability, and (4) voca- 
tional adequacy. 

Basic Communication.—When the patient is un- 
able to perform high-level functional activities in 
any language modality, efforts are directed toward 
establishing the basic means of communication, 
such as writing, signs, and gestures. 

Home Adequacy.—Some patients can function in 
their homes. These have sufficient ability to make 
their daily wants known and to carry out what are 
known as the activities of daily living, including 
managing the telephone, writing their names, and 
understanding signs. 

Social Acceptibility.—Patients with adequate lan- 
guage ability may be able to function in a social 
environment with intelligent and understandable 
speech, although minor difficulties are present in 
the modality areas of reading and writing. 

Vocational Adequacy.—It is felt that, with train- 
ing, some patients would be considered to have 
adequate enough capacity to qualify for vocational 
placement, either in former or in new employment. 

There are few patients who cannot be helped 
through a therapeutic program. These are the pa- 
tients in whom there is severe involvement in all 
areas of language or in whom generalized brain 
damage exists. 


Treatment 


The treatment program is divided into both indi- 
vidual and group therapy sessions and includes 
both definitive and multistimuli procedures. The 
therapeutic procedures are carried out in the speech 
and hearing units as well as such other departments 
within the rehabilitation center in which the patient 
will receive his treatment as the nursing, physical 
therapy, social service, and occupational therapy 
units, 

The aphasia therapist is usually the one most 
familiar with the problems peculiar to the aphasic 
patient; therefore, he should assume the leadership 
in helping other members of the rehabilitation 
team to understand the patient and coordinate the 
treatment program. 

Aphasia involves more than a language problem; 
it includes the necessity for adjustment in many 
areas. Some symptoms may be due not to actual 
brain damage but rather to the patient’s idea of 
“self” and his status in life. The opportunity ob- 
tained from training in the nursing or occupational 
therapy units in carrying out procedures of the 
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activities of daily living provides, in many in- 
stances, the first step to independent living and the 
regaining of self-respect. 

Morale building is the constant concern of all 
therapies, and records are made and kept of the 
patient’s progress since he is apt to lose sight of it. 
Recordings of the patient’s own speech, made at 
various intervals, are good indicators of progress 
and have been found helpful and encouraging to 
the patient. The objectives of the training program 
are based on the small and gradual increments of 
improvement. In this way a greater sense of achieve- 
ment may be developed in the patient. 

An aphasic patient needs strong stimuli, regard- 
less of which areas of language are affected. The 
aphasia therapist first establishes areas of difficulty 
and impairment and, in individual sessions, works 
with the most basic ones. Size, sound, color, and 
clarity of material must all be accentuated. Lan- 
guage associations must be enriched and the patient 
guided to use areas of language which are still 
intact in order to help the more deficient ones. 
Specific techniques are adapted to suit the individ- 
ual patient, which again makes the program more 
emotionally motivating and concrete; for instance, 
automobile salesmen might have speech therapy 
based on automobiles and their parts and including 
naming, reading, writing, and figuring. 

Group sessions have provided a most valuable 
technique in helping the patient to adjust to his 
new status. Association with others who are simi- 
larly afflicted and seeing more severe problems and 
also well-motivated patients does much to help the 
more recently afflicted, depressed patient. A spirit 
of competition and esprit de corps often results 
from such group activity and does much to stimu- 
late, relax, and support the patient. It has been 
found that an aphasic patient will make a greater 
attempt to communicate with someone having a 
similar disability than he will with those who have 
normal speech. Anxiety and frustration become 
markedly reduced. Group activities may consist of 
choral singing, outings, language games, and group 
discussions. 

Within a comprehensive rehabilitation center, the 
occupational therapy units may operate the same 
way as the speech unit (using individual as well 
as group sessions) and assist in carrying out the 
individual specific procedures outlined by the 
speech therapist. Many aphasic patients are hemi- 
plegic, and changing of dominance in upper ex- 
tremity function is necessary for performance of 
one-handed procedures in the activities of daily 
living and for prewriting training. 

Occupational therapy can also aid morale and 
acceptance of disability through creative work 
despite language loss. Marked psychological, as 
well as practical, stimulation can be provided 
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through enabling the patient to work with familiar 
tools and equipment, using them in this instance, 
however, in a controlled environment. An excellent 
example of this multistimuli situation is that of 
housewives with aphasic problems working together 
in a kitchen. Such a facility as an occupational 
therapy workshop also provides the individual with 
an outlet, through physical activity, for the many 
frustrations that occur to him throughout his day 
because of his lack of complete understanding 
or expression. 


the patient and his disability. The families of these 
patients also are in need of support and guidance 
and receive this both from the therapeutic team 
and from association with other families facing 
similar distress. This helps them to adopt a more 
constructive approach to the handling of these pa- 
tients and aids them in understanding their share 
of responsibility in the long-range rehabilitation 
program. 
Summary 


The therapeutic program for the aphasic patient 
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Most difficult is the job of bridging the gap be- 
tween the sheltered, protected family and rehabili- 
tation center environments and the world outside. 
Here, too, part of the rehabilitation goal is to pro- 
vide an opportunity for outings, picnics, and theater 
and restaurant parties. Once this seemingly in- 
surmountable hurdle is crossed, with assistance, 
these patients and their families frequently can 
carry on by themselves. 

A most important phase of the treatment pro- 
gram is the family group session. This provides an 


involves a setting in a comprehensive rehabilitation 
unit. Emphasis is on retraining and rehabilitation of 
the whole patient, and criteria for diagnosis, prog- 
nosis, and the setting of rehabilitation goals derive 
from the consideration of the patient’s capacity in 
all spheres of activity. 
24 Fulton St., Newark 2, N. J. (Dr. Hoerner). 
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ITROGEN MUSTARD IN LUNG CANCER.—In our experience with more 
than 1,000 patients with inoperable lung cancer, radiation therapy has provid- 
ed temporary relief from distress and disability in the majority of the cases 

thus treated... . When radiation therapy became unfeasible or ineffective in the inex- 
orable course of the disease, we found HN, to be the only truly helpful chemical 
agent, especially in anaplastic tumors. Since 1947, we have employed this alkylating 
compound in more than 150 patients with widely generalized disease, radiation re- 
sistance (initial or acquired), exhaustion of radiation tolerance of skin or lung, in- 
tractable radiation sickness, and superior vena cava obstruction syndrome. A full 
course of radiation therapy became possible in patients whose condition before HN. 
treatment precluded any consideration for the use of more effective ionizing radia- 
tion. Subjective benefits, observed in about two-thirds of the cases, consist in tempo- 
rary relief from pain, cough, dyspnea, fever and hemoptysis. Objective results, seen 
in about one-third of the cases, include decrease in size of pulmonary and meta- 
static lesions, resorption of pleural fluid, re-aeration of atelectatic ling, decrease in 
neurological signs, and improvement of the superior vena caval obstructive phenom- 
ena. Remissions range in duration from one to seventeen weeks, averaging three and 
a half weeks, after a course of HN,. . . . Dose levels of 0.4 mg. per kilogram of 
body weight per course are employed in one, two, or four fractions, injected directly 
into the tubing of a running infusion. This course should not be repeated in less than 
four weeks, to allow for complete recovery of the bone marrow. Nitrogen mustard is a 
polyfunctional alkylating agent with a high degree of toxicity for the cytoplasm and 
nucleus of rapidly proliferating cells. It promptly inhibits a variety of cellular en- 
zymes, interfering with such vital metabolic processes as cellular respiration. The 
pulmonary vascular bed is the first capillary bed traversed after intravenous injection, 
and hence a higher concentration of the drug is fixed in pulmonary tissues than in 
more peripheral areas. This may explain the fact that bronchial cancer is the only 
epithelial tumor significantly affected by the intravenous injection of HN ,.—B. Roswit, 
M.D., Present Status of Chemotherapy of Bronchial Cancer, Radiology, October, 1957. 
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ABNORMALITIES OF 


EFFECT OF ORAL 


All urinary calculi are composed of an organic 
matrix (2.5%) and an inorganic crystalline body 
(97.5%). The latter is calcigerous in 90 to 95% of 
patients. Many disturbances of calcium metabolism 
are associated with an increased incidence of renal 
calculi, but fully 95% of stones are “idiopathic.” 
With the exception of a series of studies by Flocks, 
there has been no systematic investigation of the 
urinary excretion of calcium in this class of pa- 
tients. In 1952, a laboratory devoted exclusively to 
the study of patients with renal calculi was estab- 
lished at the Bowman Gray School of Medicine. In 
addition to the routine diagnostic tests and short- 
term calcium balance studies, there gradually 
emerged a series of programs designed to reduce 
the oral intake and intestinal absorption of calcium 
by patients with idiopathic hypercalciuria. These 
regimens progressed through three stages: (1) a 
300-mg. calcium, low-vitamin D, high-phvtate diet, 
from January, 1953, until June, 1954; (2) a 150-mg 
calcium, low-vitamin D, high-phytate diet from 
June, 1954, until the present, and (3) the 150-mg. 
calcium diet, to which orally given sodium phytate 
was added in June, 1955, continuing until the 
present. 

An average of 130 new patients have been exam- 
ined vearly, but only 148, in whom calculi have 
formed on more than one occasion, are included in 
the present report. The criteria for selection (ex- 
clusion) of subjects are acceptable only because it 
is impossible to predict the formation of calculi: 
hence, one cannot define the “calculus disease pa- 
tient” before the fact of stone formation has been 
established. The disease is characterized by pe- 
riods of exacerbation and remission of stone growth 
with intercurrent attacks of urinary infection, renal 
colic, nausea, vomiting, and all degrees of renal 
parenchymal disease. The selection of control and 
test subjects from such a variable population is 
impossible in the present state of our knowledge. 
It is possible to obtain some meaningful data by 
comparing patients who have repeatedly formed 
calculi with subjects who have never formed stones 
or had any clinical evidence of urinary tract dis- 
ease, and to this end the selection of subjects was 
made. 

From the Department of Urology, Division of Surgery, Bowman Gray 
School of Medicine of Wake Forest College. 


Read before the Section on Urology at the 106th Annual Meeting of 
the American Medical Association, New York, Tune 6, 1957. 


CALCIUM METABOLISM IN PATIENTS 
“IDIOPATHIC” URINARY 


ADMINISTRATION OF SODIUM PHYTATE 
William H. Boyce, M.D., Fred K. Garvey, M.D. 


Carol E. Goven. B.S., Winston-Salem, N. C. 


WITH 
CALCULI 


The daily urinary excretion of calcium in 
148 patients with urinary calculi was com- 
pared with that in 37 healthy people who had 
no personal or familial history of such calculi 
Patients under home-life conditions on self- 
selected diets did not differ from healthy sub- 
jects as to dietary calcium intake, yet their 
average urinary calcium output was signifi- 
cantly higher. The effectiveness of sodium 
phytate in hindering the absorption of cal- 
cium from the intestine was studied by com- 
paring the urinary calcium excretion of 104 
patients who received phytate with that of 
74 subjects who did not; the oral administra- 
tion of sodium phytate in doses of 125-175 
mg. per kilogram of body weight per day 
caused a distinct and sustained reduction of 
urinary calcium. Regression or disappearance 
of existing calcified stones was never ob- 
served, and no convincing evidence was ob- 
tained as to the efficiency of low-calcium 
diet and orally administered phytate in pre- 
venting stone formation. The complexity of 
the factors involved in stone formation is il- 
lustrated in five case histories. The data in- 
dicate, however, that individual differences 
and derangements of calcium metabolism 
exist, that a regimen of low-calcium, low- 
vitamin D intake with sodium phytate by 
mouth sometimes affords helpful diagnostic 
clues, and that this regimen has possibilities 
in both the preoperative and the postoper- 
ative care of patients with urinary calculi. 


Subjects 


The normal subjects were 37 members of the 
student body and faculty at the school of medicine 
who had never formed urinary calculi, had no 
familial history of calculi, and were considered to 
be in good health. 

Patients for the study were selected from those 
who had had more than one episode of calcigerous 
renal (ureteral) calculus formation, whose calculi 
had been analyzed in the laboratory, and who had 
been under observation for more than three years. 
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These were categorized into group 1 (active) or 
group 2 (passive) on the basis of a survey con- 
ducted between May and September, 1954. Group 
1 was composed of 60 patients who had formed 
new calculi or shown roentgenographic evidence of 


TABLE 1.—Composition of Dietary Regimens Used in Study 
of Patients with Urinary Calculi 


Carbo- 
Pro- hy- Phos- Cal- 
tein, Fat, drate, phorus, cium, Calo 
Diet Gm. Gm. Gm. Gm. Gm. ries 
1. High caleium, high protein .. 125 100 400 2.10 1.800 2,900 
82 82 367 1.30 0.730 2,580 
3. High phytate, low vitamin D, 
300 mg. caleium .............. 80 100 250 1.25 0.300 2,200 
4. High phytate, 10 mg. vitamin 
D, 150 mg. caleium ........... 58 85 224 1.05 0.150 1,900 


increase in the size of existing stones within the 
preceding year. Group 2 was composed of 88 pa- 
tients who had formed no calculi within this period. 
Many patients in this latter group had been fol- 
lowed for much longer periods of time, and some 
had hospital records and roentgenograms available 
for periods up to 16 years. In all 148 patients uri- 
nary calcium and phosphorus determinations had 
been made 2 to 12 times monthly with roentgeno- 
grams at intervals of 3 to 6 months, and all had 
been on the 300-mg. calcium diet (diet 3, see table 
1) for 3 to 18 months. Forty-three (29%) had had 
calculi in both kidneys, but none had clinical evi- 
dence of impairment of renal function or of meta- 
bolic disease by previously reported criteria.’ All 
were able to concentrate the urine to a specific 
gravity of more than 1.026; urograms revealed no 
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Fig. 1.—Urinary excretion of calcium by patients with 
calculi and by normal subjects during usual physical ac- 
tivity. Self-selected diets included calcium intake of 1,000 
mg. (+200). 


hydronephrosis or anatomic abnormalities sufficient 
to warrant surgical correction. Serum calcium, 
phosphorus, and alkaline phosphatase concentra- 
tions were within normal range. Roentgenographic 
survey of the skull, teeth (lamina), hands, feet, 
chest, and abdomen revealed no evidence of bone 


disease or vicarious calcification of soft tissues. 
Urine cultures were sterile in 38% of the patients, 
4% had infection with Proteus organisms, and a 
variety of organisms were recovered from the re- 
mainder. Seventy-seven (52%) were men whose 
average age was 36 years (range, 19-78 years), and 
71 (48%) were women of 41 years average age 
(range, 22-64 years). Between May and September, 
1954, equal numbers of patients in each group 
were placed either on the 150-mg. calcium diet 
(diet 4) or on the control regimen (diet 2). An at- 
tempt was made to match the control and test 
groups with respect to the above characteristics. At 
the time the study began, calculi were present in 
the urinary tracts of 42 (55%) of the men and in 36 
(51%) of the women. During the course of study, 
calculi were removed only if obstruction or in- 
fection made operation mandatory. Calculi were 
passed spontaneously or removed at operation in 
42 patients, and 36 subjects retained their calculi 
for the entire study period. 
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Fig. 2.—Urinary excretion of calcium by patients with 
actively forming calculi and by normal subjects after 14 
days of various controlled dietary regimens. Shaded area of 
each bar covers the range of urinary calcium concentrations. 
Central figure in the shaded area is median value of each 
group. 


Methods 


Dietary Regimens (table 1).—The dietary pro- 
grams were prepared by the special diets section of 
the department of dietetics, whose members  in- 
structed the patients with regard to the dietary 
program at the initiation of the study and during 
subsequent visits to the outpatient department. 

Sodium Phytate—The dry powder of sodium 
phytate (Rencal) was obtained as the neutral salt 
of sodium inositol hexaphosphate. Phytate solution 
was prepared by dissolving 450 Gm. of sodium 
phytate powder in 450 cc. of distilled water, 300 ce. 
of glycerin, and 6 Gm. of sodium benzoate and by 
cooling. After complete solution, cherry syrup was 
added to give a total volume of 3,000 cc. The so- 
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lution of sodium phytate contained 15% (W/V) ot 
the dry powder, and the initial dosage per 24 hours 
was 125 mg. of phytate per kilogram of body 
weight in three divided doses. This was gradually 
increased, as tolerated by the patient, until the 
urinary calcium excretion was reduced to 50 mg. 
in 24 hours or a maximum dose of 200 mg. per 
kilogram of body weight in 24 hours was reached. 
In the event that diarrhea or soft bowel move- 
ments developed in the initial stages of treatment, 
dosage was reduced by the patient to a point where 
no diarrhea occurred. After one week, the dosage 
was gradually increased to the original prescrip- 
tion. 

Urinalysis.—Each patient was given a detailed 
explanation of the regimen and a mimeographed 
sheet of instructions for collection of exact 24-hour 
urine specimens. Urinary calci- 
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diet lists. The results of variations of calcium 
intake of the 37 normal subjects are summarized 
in figure 2. 

Patients with Calculous Disease —The mean cal- 
cium excretion of the subjects in group 1 was much 
greater than either group 2 or normal subjects (fig. 
1). The range was also greater not only between 
members in group 1 but also in period-to-period 
calcium excretion by the individual subjects. The 
response of these patients in group | to the various 
dietarv regimens is illustrated in figure 2. In all of 
these illustrations, a minimum of three study pe- 
riods (nine urine specimens ) were averaged as the 
mean calcium excretion for each individual. 

Response to Orally Given Sodium Phytate and 
the 150-Mg. Calcium Diet (Diet 4).—Subjects were 
followed for 3 to 18 months on dietary program 3 


um “ and phosphorus * determi- mi 
nations were by standard tech- 6s0H ° 
niques. 
Study Program. — A_ study 
period consisted of three consec- 550} 
utive days on which 24-hour 
urine specimens were collected; | 
results were averaged into one 
value for the purpose of record- 
ing data. A minimum of three 
study periods at weekly intervals 
were obtained before and im- 
mediately after any change in a 
dietary program. Subsequent 
study periods were gradually in- 
creased to intervals of three to 
four weeks, depending on the 
progress of the patient. Patients 
who were seen in an acute at- 
tack of renal colic, pyelonephri- 
tis, or hematuria were treated by 
the methods previously out- 
lined.’ No urinalyses obtained 
during this time were included 
in the present data. After com- 
plete recovery from the acute 
episode, the patient re- 
turned to the study series. 


Transition Period 


Urinory Calcium mg /24 hrs 


> 


Results 
Normal Subjects.—Figure 1 illustrates the “pre- 
treatment” studies of normal persons and patients 
with calculous disease on self-selected diets, All 
values are derived from specimens submitted on 
an outpatient basis and represent urinary calcium 


excretion under home-life conditions of usual activ- 
ity and diet. Calcium intake estimated from diet 
lists submitted by the subjects was within the 
range of 1,000, plus or minus 200 mg., per 24 
hours. No significant dietary variation between 
the three groups could be detected from these 


| /50 mg. Calcium Diet | 


/50 mg. Co. Diet pilus 


Oral Sodwm Phytote - 
(125 -175 mg./hg/24 hrs) 


Fig. 3.—Urinary calcium excretion of 19 patients in group 1 (active) and 18 in 
group 2 (static) on dietary program 4. Each dot is the average of three 24-hour 
urinary calcium determinations. Solid line is the median value for all subjects 
examined. No calcified stone formation occurred in these patients. 


prior to beginning program 4. As illustrated in figure 
2, patients in group 1 showed much less response 
to this degree of calcium restriction than did either 
the normal or the group 2 patients. The individual 
subjects showed marked fluctuation from study to 
study, covering the entire range of the variation 
shown in figure 3. The stability of the mean values 
on this graph is, therefore, a group response and 
not typical of the individuals. 

Eighteen of 104 patients who were placed on 
phytate therapy have, at the time of writing, failed 
to show a satisfactory response to the medication 
for a variety of reasons. Seven of this group ad- 
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mitted that they were not taking the full dose of 
phytate because of five to eight soft bowel move- 
ments per day. One patient was subsequently found 
to have an adenoma of the parathyroid gland. One 
patient who was taking a commercial vitamin prep- 
aration which provided 20,000 units of vitamin D 
daily responded promptly to phytate when the vita- 
min therapy was discontinued. Five patients stated 
that they were taking the maximum dose, but three 
of these were admitted to the hospital for super- 
vised study and showed a prompt reduction in 
urinary calcium to less than 120 mg. per 24 hours 
when the dietary intake and medications were care- 
fully supervised. Thus, we have not demonstrated 
any patient with idiopathic hypercalciuria to be 
refractory to the sodium phytate, low-calcium diet 
if it is followed. In the course of our study, there 
has been no evidence that any patient who re- 
sponded satisfactorily has become refractory to 
sodium phytate or has adapted to the low-calcium 
routine by an increased absorption. 

Control Subjects—The 74 control subjects re- 
ceived diet 2 and were given a dose of one 
tablespoonful three times daily of the syrup of 
cherry, glycerin, and water base without the so- 
dium phytate. The mean calcium excretion for the 
52 patients who were successfully followed ranged 
between 250 and 350 mg. per 24 hours for the en- 
tire period of observation (fig. 4). The range was 
125 to 470 mg. per 24 hours, with 82% of individ- 
uals showing a mean calcium excretion above 225 
mg. These results thus compare favorably with the 


Months 


Fig. 4.—Urinary calcium excretion of 30 patients in 
group 1 and 22 in group 2 on control dietary program 
no. 2. Solid line is median value for all subjects examined. 
Fourteen patients formed 38 new calculi and/or increased 
the size of 6 preexisting calculi during the 32 months of 
observation. 


pretreatment studies and indicate that the reduc- 
tion in calcium excretion illustrated in figure 3 is 
indeed due to the restricted calcium intake plus 
sodium phytate. 

Calculus Formation.—No valid conclusions as to 
the efficacy of the low-calcium and oral phytate 
regimen in the prevention of stone formation can 
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be drawn from the present data, because the many 
variables do not permit a precise definition of the 
disease and the categories from this point of view 
are statistically unsound. It was of interest that no 
patient showed any regression or disappearance of 
existing calcified stone in any of the study groups. 
Five patients on the low-calcium routine who 
showed good response, as illustrated by mean cal- 
cium excretion of 35 mg. per 24 hours, formed 
calculi composed largely of “matrix material” ° 
(fig. 5). These “calculi” were nonopaque to ordi- 


Fig. 5.—Preoperative pyelogram of renal pelvis contain- 
ing roentgenolucent “matrix calculus.” Specimen (insert ) 
removed at operation contained 28° inorganic ash. Patient 
had had pyelolithotomy for roentgenopaque calcium phos- 
phate calculus prior to institution of dietary program no. 4, 
during which the matrix calculus formed. 


nary roentgenography but were found to contain 
20 to 50% of inorganic ash. No such “uncalcified 
stones” were found in the control group. Further- 
more, six other patients who were not included in 
the present study have also been found to form 
these uncalcified or matrix type of stones. A total 
of 11 patients have thus been observed with stones 
of low crystalline tontent, and the mean calcium 
excretion of 10 of these patients was 36 mg. per 24 
hours with a range of 8 to 70 mg. In the one addi- 
tional patient whose urinary calcium excretion was 
110 to 150 mg. per 24 hours, collection of differen- 
tial urine specimens revealed a calcium concentra- 
tion of 4 mg. per 100 ml. from the kidney contain- 
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ing the matrix stone and 16 mg. per 100 ml. from 
the kidney containing no stone, although urine vol- 
ume was greater from the kidney containing the 


stone. The incidence of stone formation is sum- 
marized in table 2. 
TaBLeE 2.—Incidence of Stone Formation 
Patient Classificatior Cale 
Formation, No 
Group Grouy 
\ctiy (Stati ‘ l Ma 
No No. | Total cified trix Tot 
me. Ca phytate Is 4 
Control, 730 mg. Ca 14 
Lost to follow-up 


Calcigerous stone formation occurred in five pa- 
tients, initially group 1 patients, while they were 
on the low-calcium and oral sodium phytate regi- 
men. These were not included in figure 3, but the 
urinary calcium excretion is shown 
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CASE 


aged 


2 and Case 3.—These patients were two women, 
and 38 years respectively. Each had experienced 
repeated formation of calculi in both kidneys since the ages 
of 16 and 24. 
mens submitted prior to the onset of renal colic showed a 
marked The attack of 
renal colic occurred at the points illustrated by the symbols 


32 


It was of interest that routine urine speci- 


rise in urinary calcium excretion 
for diagnostic x-ray in figure 4. Both patients admitted that 
they had abandoned their diets and partially discontinued 
the 


tormation. 


phytate medication during the period prior to stone 
After of the 
satisfactory response to therapy and no subsequent forma- 
tion of calculi. 


removal calculi, each showed a 


Case 4.—A 48-year-old man has been seen at this hos- 
pital since the age of 24 years with recurrent bilateral 
calcium phosphate stones. A total of 14 operations, 6 


pyelolithotomies and 8 ureterolithotomies, had been done 


with many cystoscopic extractions of calculi. Proteus 
mirabilis and P. rettgerii were resistant to all available 
therapy. At the time of introduction of the low-phytate 


in figure 6. ] 
Report of Cases : | 
Case 1.—A 44-year-old) man_ had 
formed small calcium oxalate stones re- 600 # > » 
Pe for a riod of 12 He 
iad had one pyelolithotomy and, at the J = 
time the study began, had multiple 
small calculi in both kidneys. X-ray 500 
studies were made over a three-month » \ 
“ 
period, during which time he was un- 
der observation for possible parathyroid 450 
adenoma or metabolic disease During \\ 
this time he maintained a urinary cal- e 400 + \\ 
cium excretion level consistently above g \\ 
500 mg. per 24 hours, but there was 3 350} \\\ 
no increase in the size of existing caleuli s \\ 
vr any new stone formation. During S 3004 \ 1\ 
the pretreatment period he was admitted S \ \ 
to the hospital for complete balance 250+ 
studies. No definite biochemical or roent- NS \ 
genographic evidence of parathyroid \ \ 
or other disease was found. He was 200 | \\ 
started on the sodium phytate therapy \i\ 
ina dosage of 125 ng per kilogram 150 } \\ 
of body weight per 24 hours, with the \ 
response illustrated in figure 6. He had 100 # |\ 
some diarrhea with this dosage and had 
not shown a completely satisfactory re- 50 4 
sponse at the time that his first follow- 
up X-ray was made. The formation of a 
a large stone in the left kidney had 01 > 30 


undoubtedly occurred since the begin- 
of the phytate treatment. The 
phytate dosage was increased to 200 
mg. per kilogram of body weight per 
24 hours. The calculus passed into the 
middle third of the left ureter wher 
it became fixed, and was removed by 
ureterolithotomy. to the 
hospital with repeat study was done. 
Response to the intravenous 
test ® revealed an elevation of the serum phosphorus level 


ning 


Readmission 
calcium 


by only 0.6 mg. per 100 ml. as compared with a serum 
calcium elevation from a concentration of 11 to 14.6 mg. per 
100 ml. A phosphate deprivation test was carried out, and 
the tubular reabsorption of phosphate ’ 
67%. Exploration was done on April 23, 
parathyroid ac. noma was removed. 


was found to be 


1957, and a large 


] 
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Fig. 6.—Urinary calcium excretion of five group 1 patients who formed calcigerous 
stones while on dietary program no. 4. Patient in case 1 responded to program after 
removal of parathyroid adenoma. Patients in cases 2 and 3 abandoned program 
before calculus formation occurred. In patient in case 4 the size of existing urinary 
calculus increased, and that in case 5 new calculus formed in spite of persistently 
low urinary calcium excretion. 


routine, the patient had no calculi in the urinary tract. He 
then formed roentgenolucent matrix calculi which blocked 
the renal pelves and required bilateral nephrostomy. Eight 
months after nephrostomies were established, he formed a 


large calcified stone in one renal pelvis, and, since this 
nonobstructing, 
done. 


is no operative procedure has been 
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Case 5.—A 34-year-old woman had had bilateral opera- 
tion for correction of a horseshoe kidney and repeated 
bilateral calculus formation for a period of 16 years. She 
had positive urine cultures for P. rettgerii and had non- 
obstructing calculi in both kidneys at the time this study 
was begun. In the period between Dec. 4, 1955, and 
March 10, 1956, the stone in the right kidney was found 
by roentgenography to be increased to approximately three 
times the previous width, although urinary calcium excre- 
tion had been consistently low. No increase was noted in 
the size of the stone in the left kidney. This patient and 
that in case 4 have been repeatedly examined for bio- 
chemical or roentgenographic evidence of parathyroid or 
metabolic disease, with consistently negative results. 

These brief histories indicate that calculus for- 
mation in three of the above patients cannot be 
attributed to failure of the phytate regimen, since 
one had a parathyroid adenoma and two failed to 
remain on the program. Of the two remaining pa- 
tients, both had bilateral renal pelvic and calyceal 
dilatation with Proteus infection. It is a moot ques- 
tion whether the rate or rapidity of stone growth 
in these patients was influenced by the program. 

Comment 

The present studies have confirmed the previous 
observations by Flocks* that patients with idio- 
pathic urinary calculi absorb from the intestine 
and excrete in the urine a much greater quantity of 
calcium than persons who have never formed 
stones. Flocks also observed that an increased cal- 
cium intake, high-protein diet, and exogenous vita- 
min D markedly increased absorption of calcium in 
stone-forming patients and to a much greater de- 
gree than in normal individuals. As in Flocks’ series 
of studies, we have been unable to demonstrate 
bone disease in these patients by roentgenographic 
or biochemical studies, nor has demineralization of 
bone become apparent, although the patients were 
on restricted calcium diets for two or more years. 
Recent studies of renal function by the clearance 
techniques ° offer good evidence that impairment 
of renal function in calculous disease is secondary 
to mechanical obstruction and infection and is not 
a prerequisite to formation of the calculus. Thus, in 
the absence of either bone or renal disease a sus- 
tained hypercalciuria can be due to, and sup- 
ported by, only one condition—increased intestinal 
absorption. This is in accord with the Neumans’ 
first postulate '° that some active mechanism (“ion- 
pump”) must exist for the absorption of calcium 
from the gastrointestinal tract. In the patient with 
calculous disease, the ion-pumps exceed the appar- 
ent need for calcium. The burden of maintaining 
the long-term balance under these circumstances 
rests upon the kidneys, since the bone cannot ac- 
cept the excess calcium ad infinitum and the intes- 
tine has no excretory mechanism for it. 

A low calcium intake plus oral sodium phytate 
will reduce the intestinal absorption of calcium to 
less than normal levels for many months without 
obvious deleterious effects. This may be beneficial 
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in the prevention of calculus formation in the uri- 
nary tract, particularly in those patients who fre- 
quently form small calcium oxalate stones. It is 
conceivable that the quantity of matrix material in 
these patients is small enough to pass without 
obstructing the flow of urine, provided crystal 
deposition can be prevented. Patients with large 
quantities of matrix may form roentgenographicalls 
nonopaque or uncalcified matrix stones.’ Under 
certain circumstances, perhaps Proteus infections, 
this matrix will calcify with extremely low concen- 
trations of urinary calcium. It should be noted that 
two patients who formed matrix calculi had infec- 
tion with Proteus organisms; furthermore, 7 pa- 
tients on the low calcium and phytate routine and 
10 on the control regimen had infections due to 
Proteus organisms but did not form calculi. 

The possible complications of long-term phytate 
therapy and the contraindications for its use have 
been carefully reviewed.'* Demineralization of 
bone in patients of the type presented here is not 
considered a likely complication. The normal kid- 
ney can conserve calcium by reducing the urinary 
excretion to near zero in periods of deprivation *”; 
hence, a mean urinary calcium excretion of 50 mg. 
per 24 hours would indicate a margin of calcium 
which could still be retained if it were required. 
Since there are 1,200 Gm. of calcium in the adult 
skeleton and osteoporosis is ordinarily noted by 
x-ray when 40% of this is depleted, a negative cal- 
cium balance of 100 mg. per day would require 13 
years to produce roentgenographic changes similar 
to clinical “senile osteoporosis.” No complications 
of oral phytate administration have been observed 
up to the present time, but these subjects were 
carefully selected. Patients with a history of hemor- 
rhagic diatheses or disease which might result in 
blood loss (peptic ulcer) were eliminated from the 
study. No patient with impaired cardiac function 
was given sodium phytate, since the increased so- 
dium absorption and potassium excretion might 
precipitate cardiac failure. Patients with advanced 
renal disease have not received phytate lest reten- 
tion of phosphate occur. Patients were carefully 
screened for hyperparathyroidism and other condi- 
tions causing bone disease prior to beginning the 
therapy. 

Summary 

Patients with “idiopathic” renal calculous disease 
in the active stages exhibit a significantly elevated 
urinary calcium excretion on diets which contain as 
little as 350 mg. of calcium per 24 hours. They 
have neither bone nor renal disease in the initial 
stages of calculus formation. The increased renal 
excretion of calcium is a result of increased intesti- 
nal absorption, and many factors (high calcium, 
high protein, and high vitamin D intake) greatly 
accelerate the calcium absorption of these patients. 
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Hypercalciuria is not the sole etiological factor in 
calculus formation but is only one aspect of a 
metabolic derangement which has not been de- 
fined. Until such time as the entire process can be 
delineated it seems feasible to attempt the preven- 
tion of recurrent stone formation by reduction of 
calcium intake and absorption. 

Sodium phytate forms an unabsorbable complex 
with calcium in the intestinal tract. When adminis- 
tered orally with a low-calcium (150 mg. per 24 
hours) and low-vitamin D diet, it effectively re- 
duces the urinary excretion of calcium to quantities 
unobtainable by any tolerable diet alone. No com- 
plications from or adaptations (resistance) to the 
low-calcium and oral sodium phytate routine have 
been observed in patients who have been followed 
for more than two years. In selected patients who 
are carefully followed, this program appears to be 
relatively safe and generally beneficial in the pre- 
vention of urinary calculus formation. It may not 
be without danger to the patient with advanced 
renal disease, bone disease, heart disease, hemor- 
rhagic diatheses, or hematopoietic disease. Neither 
will it prevent stone formation in every patient who 
has a calcifiable matrix in the urine, particularly in 
the presence of infection with Proteus organisms. 

The low-calcium, low-vitamin D, and oral so- 
dium phytate regimen appears to be of value in 
1) differentiation of idiopathic hypercalciuria from 
metabolic or bone disease, (2) preoperative prepa- 
ration of patients with renal calculi (particularly of 
the large “staghorn” variety '), and (3) postopera- 
tive prevention of recurrent calculus formation. 


This investigation was supported by a research grant 
from the National Institute of Arthritis and Metabolic 
Diseases of the National Institutes of Health, Department 
of Health, Education and Welfare, and by grants-in-aid 
from the Mary Reynolds Babcock Foundation and from the 
Squibb Institute for Medical Research. 


he sodium phytate powder used in this study was ob- 
tained as Rencal through the courtesy of Dr. Douglas B 
Remsen of the Squibb Institute for Medical Research 
E. R. Squibb & Sons, Division of Olin Mathieson Chemical 
Corporation, New York. 
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Diagnostic and 


Amount and Nature 
Review, J. Urol 


culosis is a prolonged disease which involves several organs of the body. It is 

not easily recognized. Any person with prolonged undiagnosed fever, weight 
loss and positive tuberculin deserves a trial with anti-tuberculosis drugs. Eleven cases 
are presented to illustrate the multiple organ involvement in chronic disseminated 
tuberculosis and the results obtained with antituberculosis drugs. Treatment of this 
disease must be generalized and prolonged. Residuals in involved organs after pro- 
longed drug administration should be treated by procedures recommended by ap- 


propriate experts.—Col. E. A. Cleve, M. C., 


U. S. Army, R. V. Young, M.D., and 


Amadeo Vicente-Mastellari, M.D., Chronic Disseminated Tuberculosis, Diseases of 


the Chest, December, 1957. 
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REHABILITATION 


OF PERSONS WITH BILATERAL 
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AMPUTATION 


OF LOWER EXTREMITIES 


Arthur L. Watkins, M.D. 


Sung J. Liao, M.D., Boston 


The loss of both lower extremities through am- 
putation represents one of the severest physical 
handicaps, particularly as it occurs most commonly 
in the older age group. During the last six and 
one-half years, from May, 1950, through December, 
1956, over 500 persons with amputation of a lower 
extremity were admitted to the Bay State Medical 
Rehabilitation Clinic. Of these, 10% had bilateral 
amputations, and the present study deals with the 
end-results of rehabilitation in this group of pa- 
tients. Of these 54 patients, 50 completed appropri- 
ate treatments and have been followed up for 
end-results. 

Case Material 


Age and Etiology.—The average age of the 50 pa- 
tients was 55. Of these, 41 were men, with an aver- 
age age of 56, and 9 were women, with an average 
age of 52. As might be expected in this age group, 
etiology was most commonly that of peripheral 
vascular disease, usually arteriosclerosis, although 
a few cases of thromboangiitis obliterans were 
included. In 29 men, with an average age of 60, 
and 5 women, with an average age of 65, the eti- 
ology was peripheral vascular disease. The average 
age of these 34 patients was 61 years. In 12 men, 
with an average age of 46, and 4 women, with an 
average age of 38, the etiology was trauma and 
miscellaneous causes. The average age of these 16 
patients was 43 years. The primary etiological 
causes of amputation were arteriosclerosis, 60%; 
diabetes mellitus, 38%; thromboangiitis obliterans, 
8%; trauma, 25%; and miscellaneous, 6%. 

Site of Amputation.—There were 31 patients, 
with an average age of 59, who had bilateral ampu- 
tations above the knee, and 8, with an average age 
of 48, who had bilateral amputations below the 
knee. Eleven patients, with an average age of 52, 
had one amputation above and one below the knee. 
Table 1 shows the relationship between site of 
amputation and the etiology. 

Training in Use of Prostheses.—The amputees 
were given training in the use of prostheses in our 
clinic. The patients with amputations above the 
knee started with bilateral pylons or short non- 
articulated prostheses for training purposes and 

Medical Director, Bay State Rehabilitation Clinic, and Assistant 
Clinical Professor of Medicine, Harvard Medical School (Dr. Watkins ). 
Clinical Fellow in Physical Medicine, Massachusetts General Hospital 
(Dr. Liao). Dr. Liao is now Assistant Chief of Physical Medicine and 
Rehabilitation, State of Connecticut Commission on Chronically Il, 
Rocky Hill Hospital Unit, Rocky Hill, Conn. 


Read before the Section on Physical Medicine at the 106th Annual 
Meeting of the American Medical Association, New York, June 5, 1957. 


The effectiveness of a program of rehabil- 
itation was studied in 50 patients with bi- 
lateral amputation of lower extremities. The 
average age was 55 years. and the reason 
for amputation was peripheral vascular dis- 
ease in 34 coses. The rehabilitation program 
included preprosthetic training, instructions 
in activities of daily living, prevocational 
evaluation and guidance, and job placement 
when indicated. Failures were explained 
only in part by the presence of severe med- 
ical complications. Age, primary etiology, 
and site of amputation were found, by syste- 
matic analysis, to have no direct bearing on 
the likelihood that a given patient would be- 
come self-sufficient. Motivation appeared to 
be a contributing factor. Thirty-five patients 
were considered rehabilitated, and 16 of 
these became economically independent. 


later used long standard above-knee prostheses. As 
the artificial limbs were often prescribed elsewhere, 
we did not have control of this entirely, and so 
some patients started immediately with bilateral 
long limbs. The number of visits required for train- 
ing indicates that the longer the prostheses the 
greater the number of training periods necessitated. 
The 21 patients who used bilateral pylons required 
an average of 16 visits, the 10 who used bilateral 
above-knee prostheses required 31, the 10 who used 
one above-knee and one below-knee prostheses re- 
quired 27, and the 8 who used bilateral below-knee 
prostheses required 21 visits for training purposes. 

Rehabilitation Resu!ts—A grading table was 
used to measure degree of rehabilitation. Those 
persons in grades A and B (table 2) were consid- 
ered to be successfully rehabilitated from an eco- 
nomic point of view. Those in grades C and D were 
considered rehabilitated, although not employed— 
usually because of age and general physical condi- 
tion. The failures in rehabilitation received grades 
E, F, and G. From the tabulation of end-results, 
it can be seen that 30% of the patients became 
economically independent and that 70% were con- 
sidered rehabilitated. Fifteen patients, or 30% were 
considered failures. 
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The relationship between end-result and age is 
noted in table 3 and the relationship between end- 
result and site of amputation in table 4. It is, per- 
haps, surprising to note the number of successful 
rehabilitations among the older age groups and 


TaB.e 1.—Relationship Between Etiology and Site of 
Amputation 


Site of Amputation 
Total 
Etiology \K-AK AK-BK BK-Bk Patients 
Peripheral vascular disease 2s 4 ? 34 
Trauma and miscellaneous causes 7 


Patients, no 31 


AK refers to amputation above and BK to amputation be 
knee 


ow the 


also in those with bilateral above-knee amputation 
sites. As would be expected, there were successes 
and failures in both the group with peripheral 
vascular disease and the group with trauma and 
miscellaneous ailments. There were 23 successes 
and 11 failures in the former group and 12 successes 
and 4 failures in the latter. This indicates that some 
factor other than age, etiology, or site of amputation 
determines the end-results as far as rehabilitation 
is concerned. 

Some thought was given to the idea that perhaps 
the interval of time between operation and rehabili- 
tation was the determining factor. There were 24 
successes and § failures in the group for whom the 
interval of time between operation and rehabilita- 
tion was less than 1 vear, 9 successes and 4 failures 
when the interval was 2 to 5 years, and 2 successes 
and 3 failures when the interval was 5 to 36 years. 
The number of successes and failures was not re- 
lated to the factor of time of starting rehabilitation. 


Tasie 2.—Results of Rehabilitation Program 


Rehabil ot 
itation Patients, Total 
Results Grade No Patients 
Gaintully employed ‘ \ 10 
Homemaking; spouse employed” . B ) 10 
Employable but not placed ... ( 6 12 
Independent in activities of daily 
living but unemployable D 
Rehabilitated, total ........... ‘ 4, B,C, D 35 70 
Partial independence in activities 
of daily living and unemployable E > 10 
Use of wheel chair necessary k 7 l4 
Died during rehabilitation ......... G 3 6 
Failures, total ..... E,F,.G 30 


Economically independent 


Types of Prostheses 


For training purposes for patients with bilateral 
amputation above the knee, training pylons are 
often used. These are short nonarticulated pros- 
theses. They are constructed with willow sockets, 
usually for ischiatic weight bearing and with muscle 
contour, with pelvic band suspension, and with 
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either a single or double swivel two-way hip joint. 
There are no knee joints. Occasionally ankle joints 
are included, with a balancing platform instead of 
a foot that has toes extending in reverse direction. 
The latest development in this type of prosthesis is 
the incorporation of quadrilateral socket fit, provid- 
ing better control of the limb. 

Long above-knee prostheses were manufactured 
from willow sockets of the same shape and the 
same suspension as those used for pylons. Standard 
knee joints were utilized, with the exception of an 
occasional case when a knee lock was necessary. 
In one instance a patient came to us with two 
temporary long limbs consisting of laced-leather 
thigh corsets, drop ring locks for the knees, and 
shoulder suspension. The patients with amputations 
below the knees were, with one exception, given 
standard below-knee prostheses. In one case, ex- 
perimental suction sockets were provided and were 
very successful. 

Analysis of our cases revealed that the factors of 
age, etiology, or amputation site were not the most 
significant factors in rehabilitation end-result, nor 


Pasie 3.—Rehabilitation Results According to Age of Patient 


Successes per Grade Failures per 


No No 
Total Total 
Group A B c dD F F G Successes Failures 
l l 
40 : 
” 1 4 
1 1 
SO90 1 1 1 4 1 4 


was the interval between surgery and _ prosthetic 
training. Because of the small numbers of patients 
involved, these conclusions cannot be drawn with 
entire satisfaction. Our experience indicates, how- 
ever, that when patients were given equal oppor- 
tunity for rehabilitation, success seemed most de- 
pendent on motivation. Unfortunately, this factor 
could not be predetermined and was not measur- 
able except through clinical judgment. 


Comment 


It may be emphasized that this group of patients 
were mostly elderly individuals, who are generally 
considered poor candidates for training in the use 
of prostheses. Sixty per cent had arteriosclerotic 
changes and had bilateral amputations above the 
knee. The amputations due to trauma were mostly 
below the knee or combinations of above and below 
and occurred in patients with a wide range of ages. 
In spite of these handicaps, 70% of the entire group 
became independent, at least in self-care, and 30% 
achieved economic independence. If the three pa- 
tients who died during the course of rehabilitation 
are excluded, rehabilitation figure would be 75%. 
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Our rehabilitation program consisted in prepros- 
thetic training, instructions in activities of daily liv- 
ing, prevocational evaluation and guidance, and, 
finally, job placement when indicated. Our minimal 
goal, in general, was self-sufficiency in self-care of 
the patient by using prostheses so that the family 


TaBie 4.—Rehabilitation Results According to Site of 
Amputation 


Suecesses per Failures per 


Grade, No. Grade, No Total Total 
Location of - ~- “~ — Sue Fail 
Amputation A B D E F Gs cesses 
Bilateral, above 
snes 5 3 4 10 2 4 3 22 9 
One above and 
one below knee = 2 I 1 2 2 3 6 
Bilateral, below 
3 1 1 1 7 1 


10 5 6 iM 5 7 3 35 15 
members could be free to carry on their own rou- 
tine. In the younger patients, and whenever possible 
in others, we attempted to achieve employment as 
a goal. As a result of our study, we intend to pre- 
scribe prostheses and institute appropriate rehabili- 
tation programs in the future for more patients with 
amputation of the lower extremities whenever they 
are motivated and regardless of age. 
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Summary 

During a six and one-half year period (May, 
1950, through December, 1956), 50 patients with 
bilateral amputation of lower extremities were 
treated and followed up at the Bay State Medical 
Rehabilitation Clinic, Boston. On admission, one- 
half of them were over 60 years of age, with an 
average of 55 years for the entire group. There 
were 41 men and 9 women. There were 31 patients 
(62%) with bilateral amputations above the knee, 
8 (16%) with bilateral amputations below the knee, 
and 11 (22%) with amputations both above and 
below the knee. Most of the arteriosclerotic patients 
were elderly and had bilateral amputations above 
the knee. 

After appropriate training programs, 70% of the 
patients were considered rehabilitated, with 30% 
becoming economically independent. The effects of 
age, primary etiology, and site of amputation on the 
outcome of rehabilitation were analyzed. It seemed 
that these had no direct bearing on the patient's 
potentiality to become self-sufficient in activities of 
daily living. Lack of motivation and presence of 
severe medical complications were most likely the 
contributing factors in the failures. 

Massachusetts General Hospital, Charles Street (14) (Dr. 
Watkins ). 


CLINICAL NOTES 


IMMUNIZATION 


AGAINST TETANUS AND DIPHTHERIA 


WITH SPECIAL COMBINED TOXOID 


Beryl S. Graham, M.D., M.P.H., Henrik L. Blum, M.D., M.P.H. 


and 


Thomas W. Green, M.D., Ph.D., Berkeley, Calif. 


Childhood immunization against diphtheria and 
tetanus has been established as a desirable and 
effective procedure. Ipsen' has recently clearly 
reemphasized the need for the continuance of this 
important immunization program into the older 
children and adult groups. Unfortunately, the fre- 
quency of severe local and systemic reactions to 
diphtheria toxoid injection in older children and 
adults has prevented widespread usage of this 
proved procedure. Many physicians have observed 
such reactions even after using the Schick test to 
determine the susceptibles in the group. Moreover. 
such screening procedures are inconvenient and 
cumbersome when one is dealing with large num- 
bers of persons. 


From the Contra. Costa County Health Department and Cutter 
Laboratories. Dr. Graham is now with the Bureau of Maternal and 
Child Health, Los Angeles County Health Department. 


Extensive studies by Edsall and his colleagues * 
have indicated that a satisfactory combined tetanus 
and diphtheria toxoid for adults could be produced 
and used, provided that the diphtheria toxoid was 
highly purified and used with an adjuvant. With 
such a toxoid a satisfactory primary immunization 
was obtained by giving two injections spaced four 
weeks apart, followed by a third dose 6 to 12 
months later. The response to this combined toxoid 
when used for booster doses was found to be com- 
pletely satisfactory. As a result of these studies the 
National Institutes of Health, U. S. Public Health 
Service, have established minimum requirements 
for the combined toxoid which is officially named 
tetanus and diphtheria toxoids combined precipi- 
tated, adsorbed (for adult use). 
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Although this product has been used routinely 
in the U. S. armed forces since 1955, it has only 
recently become available through normal chan- 
nels to physicians. In this report we describe our 
clinical experience and the diphtheria antitoxin 


Number of Local and Systemic Reactions® to Injections of 
Combined Toxoid in Sixty-two Older Adults 


Local Reactionst Systemic Reactionst 
Injection None Mild Moderate None Mild Moderate 
First 4 19 1 
Second 
The four persons who had moderate reactions ranged in age from 
‘1 to 41 vears 
+ There were no severe reactions, either local or systemic 


response in a group of 62 older adults (employee 
volunteers from the Contra Costa County Health 
Department), each of whom received two injec- 
tions of this combined toxoid. 


Methods and Procedures 


The preparation (Adult Dip-Tet) used was pre- 
pared in accordance with the specifications con- 
tained in the National Institutes of Health Minimum 
Requirements: tetanus and diphtheria toxoids com- 
bined precipitated, adsorbed (for adult use). Both 
toxoids y.ere purified by alcohol fractionation 
methods, and the diphtheria component had a 
purity of greater than 1,500 Lf per milligram of 
nitrogen. The toxoids were completely adsorbed 
on aluminum hydroxide (Alhydrox diphtheria tox- 
oid), and the final product contained 2 Lf of 
diphtheria toxoid per single dose. The preservative 
used was thimerosal 1:10,000. 

The dosage schedule consisted of two 0.5-cc. 
injections given subcutaneously four weeks apart. 
Blood samples were obtained prior to each injection 
and four weeks after the last injection. After the 
final bleeding an intradermal test using 0.1 ce. of 
a 1:100 dilution of regular fluid diphtheria toxoid 
was done to determine the number of persons 
hypersensitive to this toxoid. 

Local and systemic reactions were evaluated at 
48 hours and were rechecked later by personal 
contact by one of us (B. S. G.). Local and systemic 
reactions were graded using the criteria described 
by Pappenheimer and others.” 

Local reactions were classed as mild if the local 
erythema was less than 4 cm. Moderate local re- 
actions included those with erythema 4 to 8 cm. in 
diameter, and severe reactions included those 
greater than 8 cm. in diameter. 

Systemic reactions were classed as mild when 
the temperature rise was less than 1 F and where 
only slight malaise, headache, or anorexia was 
noted. Moderate systemic reactions included those 
with temperature rise of 1 to 2 F and with com- 
plaints of malaise, headache, generalized aching, 
chilly sensations, anorexia, or nausea. Severe re- 
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actions were those with temperature rise greater 
than 2 F and with increased severity of the various 
symptoms listed above. 


Results 


The table shows that no severe local or systemic 
reactions were encountered following either of the 
immunizing injections. Two of the 62 persons 
showed a moderate local reaction after the first 
injection, and one of these had a moderate systemic 
reaction. Following the second injection three per- 
sons had a moderate local reaction, and two of 
these had an accompanying moderate systemic 
reaction. The mild reactions were all trivial and in 
our experience reflect the usual incidence expected 
with close observation of the group. 

Diphtheria antitoxin titrations were performed 
on all of the bloods obtained from 10 of the persons 
selected at random. In each instance when the 
preinjection titer was low, there was a tenfold to 
one-thousand-fold increase in antitoxin titer. The 
remaining 52 preinjection serums were screened to 
determine which persons initially had less than 
0.0015 units per cubic centimeter and would there- 
fore be considered susceptible. 
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Diphtheria antitoxin response in six persons with initial 
titers less than 0.0015 units per cubic centimeter. 


Six such persons were found, and their postinjec- 
tion diphtheria antitoxin titers are shown in the 
figure. These results show that five of the six persons 
with no demonstrable antitoxin responded prompt- 
ly as if this were a booster injection. In one person 
an immune level was not reached until four weeks 
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after the second injection. None of these six non- 
immune persons had any significant reaction to the 
immunization procedure. 


Comment 


The satisfactory clinical experience in this group 
appears to be equal to or even more favorable than 
other studies of this nature. Pappenheimer and 
others * reported the frequency of local and sys- 
temic reactions following 5 Lf doses of diphtheria 
toxoid. In a group of 1,180 persons they encoun- 
tered moderate or severe local reactions in approx- 
imately 8% of the persons and moderate or severe 
systemic reactions in 3%. Less than 10% of their 
group were over 35 years of age in contrast to our 
study in which 65% were over 35 years. 

In another report Edsall and others * noted four 
moderate reactions and one severe local reaction in 
a group of 75 persons injected with 1 Lf of diph- 
theria toxoid adsorbed on aluminum phosphate. 
Two severe systemic reactions were also observed. 

Our studies on diphtheria antitoxin response 
indicate that all 62 aduits developed a good, solid 
immune status in response to two injections. These 
results are consistent with those reported by others. 
Edsall and others* have reported the antitoxin 
response to 2 doses of 1 Lf of diphtheria toxoid 
given three weeks apart and then a third dose given 
five months later. In their report the persons with 
titers less than 0,003 units per cubic centimeter 
were classed as susceptible and would be expected 
to show a positive reaction to the Schick test. Those 
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with titers between 0.003 and 0.03 units per cubic 
centimeter would have borderline immunity, and 
those with titers over 0.03 were considered as 
solidly immune. They found that in a group of 252 
young adults the number of subjects solidly im- 
mune after two basic doses of toxoid had increased 
from 32% to 83%. Three weeks after the third dose, 
over 99% had achieved a solid immunity status. 

Our experience with this new combination of 
tetanus and diphtheria toxoids in 62 older adults 
has been completely confirmatory of previous re- 
ports. Our results show that the 2 Lf dose of highly 
purified diphtheria toxoid is acceptable from the 
clinical viewpoint, and we encountered no trouble- 
some severe local or systemic reactions. The ob- 
served diphtheria antitoxin responses were excellent 
and are consistent with previous reports. These 
results show that the excellent childhood immuni- 
zation program can be extended into adolescence 
and adulthood without fear of excessive reactivity 
and with confidence that good antitoxic immunity 
will be obtained. 
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ACUTE INTERMITTENT PORPHYRIA WITH CONVULSIONS 


Isidore Finkelman, M.D., Albert Sumner, M.D. 


and 


Horace Verde, M.D., Chicago 


This case of acute intermittent porphyria is pre- 
sented because of the occurrence of convulsive 
seizures as the only neurological manifestation, as 
well as several other unusual features. The por- 
phyrins are pigments composed of four pyrrole 
rings connected by four methane bridges. These 
pigments are fundamentally related to cellular 
metabolism and are present in pure or bound form 
in both plant and animal life. Porphyrins are pres- 
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ent in respiratory pigments such as hemoglobin, 
chlorophyll, cytochrome, and catalase. They occur 
in the pure state in the central nervous system in 
man. Porphyrins are excreted in the urine normally 
in amounts of 5 to 10 meg. per day. There is an 
excessive excretion of the pigment in porphyria. 
An abnormal porphyrin metabolism is the basis of 
the clinical syndrome of porphyria. 

There are three types of porphyria: the con- 
genital, the acute intermittent (under consideration 
here), and the mixed or chronic form. Acute por- 
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phyria is sometimes precipitated by barbiturates, 
alcohol, sulfonamides, and arsenic. In most cases 
however, no immediate cause is found. All signs of 
chemical abnormality may be absent during the 
period of remission. Usually there are no cutaneous 
manifestations in acute porphyria. This is in con- 
trast to the congenital or chronic form. Acute por- 
phyria is more common in women and is charac- 
terized by episodes of intermittent acute abdominal, 
neurological, and mental symptoms followed by 
an asymptomatic period. This syndrome and the 
chronic form are sometimes grouped under the 
term “porphyria hepatica,” because the liver in 
these cases is principally responsible for the ab- 
normal formation of porphyrin. 


Report of a Case 


A 39-year-old married woman with three children was 
admitted to the medical service June 7, 1957, with symptoms 
of constant epigastric pains of 10 days’ duration, accom- 
panied by 10 days of vomiting and 12 days of constipation. 
Her abdomen was distended and she had not moved her 
bowels for 12 days prior to admission. She had a history of 
digestive disturbance after meals for many yeats. She had 
had a cholecystectomy 18 months previously and also a 
surgical intervention for “adhesions.” At the age of 17 she 
had an appendectomy and a partial oophorectomy. She had 
had a ruptured intervertebral disk 10 years previously. 

The patient had been restless for several weeks prior to 
onset of symptoms and had been taking excessive amounts 
of glutethimide (Doriden), which she said that she “took 
like candy.” Physical examination revealed a well-nourished, 
well-developed woman who was vomiting while being ex- 
amined. There were no abnormal physical findings except for 
a distended abdomen and moderate epigastric area spasm. 
There were normal bowel tones. The neurological examina- 
tion disclosed no abnormal findings except for hyperactive 
but equal deep reflexes. During this time she mentioned 
that she had had tingling of the lower extremities for the 
past four months. 

While in the hospital, the patient continuously com- 
plained of epigastric pain and continued to vomit at fre- 
quent intervals. On the second day she had a grand mal 
seizure. This was followed by two similar seizures on the 
third day. These were generalized convulsions with tonic- 
clonic phases, with foaming at the mouth and biting of the 
tongue. On regaining consciousness she was transferred to 
the neuropsychiatric ward. When interviewed the patient 
appeared markedly tense and restless and was tossing in 
bed. She said she had been nervous since she was married. 
She depreciated herself and said she was an inadequate 
mother. Her husband and two sons, aged 11 and 17 years, 
“were so good,” and she was in the hospital instead of tak- 
ing care of them. She was worried about her 11-year-old 
son’s clubfoot, which needed several corrective operations. 
The patient was very attached to her father, whom she 
described as very emotional, at times affectionate and other 
times cruel. She felt guilty about having envied her prettier 
sister and blamed herself for her sister's chorea. There was 
no history of convulsive seizures. 


The urine was positive for porphyrin and was negative 
when the patient was in a state of remission. Complete 
blood and liver function tests were done, but only cephalin 
cholesterol flocculation was of note (2+). The electro- 
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encephalogram showed diffuse or diencephalic dysfunction 
with no evidence of an irritable focus. Therapy consisted of 
25 mg. of chlorpromazine four times a day. The patient 
made a complete clinical recovery, and the urine findings 
for porphyrins were then negative. She was cheerful and 
functioned normally in ideation and emotion. 


Comment 


This case is of interest because only convulsive 
seizures were present as neurological symptoms, in 
contrast to very grave neurological symptoms that 
are at times encountered. Patients may present 
symptoms simulating polyneuritis, poliomyelitis, and 
encephalitis. Our case is similar to that reported 
by Smeed.' His patient was admitted because of 
severe pain in the right upper quadrant of three 
months’ duration, vomiting, and marked constipa- 
tion. Phenobarbital was taken for about 10 days 
prior to admission. She had a grand mal seizure 
followed by four more during 24 hours. There were 
no neurological findings. Urine tests confirmed the 
diagnosis of acute porphyria. 

The other interesting feature of this case is inges- 
tion of glutethimide, a nonbarbiturate, in excessive 
amounts. Although alcohol, barbiturates, sulfona- 
mides, and arsenic have been reported as agents 
precipitating symptoms,’ glutethimide has not thus 
far been implicated. 

Our patient recovered while under chlorproma- 
zine treatment, but we believe that this treatment 
was coincidental rather than causative. Others have 
reported remissions after chlorpromazine therapy.° 

Had mental symptoms occurred without the diag- 
nosis of porphyria, electric shock therapy might 
have been considered. In fact others have given 
electric shock therapy in the presence of the diag- 
nosis of porphyria.* This, in our opinion, is not a 
rational therapy in view of the organic cause, and 
moreover convulsive seizures may occur spontane- 
ously, as in our case. Porphyrins should also be 
considered in the differential diagnosis of the con- 
vulsive states, as well as mental disorders classified 
as functional. 
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DIAGNOSTIC PROBLEMS 


VOMITING AND JAUNDICE IN PREGNANCY 


Clinical Pathologic Conference (PM 412-57), May 2, 1957, from the Department of Patholo- 
gy and the Hektoen Institute for Medical Research of Cook County Hospital, Chicago, pre- 
sented for publication by Daniel S. Kushner, M.D., and Paul B. Szanto, M.D. 


Clinical Data and Discussion 


Dr. Edmund F. Foley: A 15-year-old girl was ad- 
mitted to the Cook County Hospital on Feb. 27, 
1957, in the 14th week of her first pregnancy, hav- 
ing had her last menstrual period Oct. 29, 1956. 
The patient had been well until two and a half 
weeks before admission, when she developed an- 
orexia, increasing nausea, singultus, and persistent 
vomiting of blood-tinged watery material. She also 
complained of headache, dizziness, weakness, sore 
throat, pyrosis, shortness of breath, and “dyspepsia” 
with an oppressive feeling in the chest and abdo- 
men. The menstrual history had been normal from 
the age of 13. She knew of no allergies. 

Physical examination revealed an acutely ill, 
well-developed, moderately well-nourished girl in 
acute distress from singultus and hematemesis 
(benzidine test 4+). Her skin was warm and dry; 
tissue turgor was poor. Her temperature was 100 F 
(37.8 C), pulse rate 138, and blood pressure 114/56 
mm. Hg. Her sclerae were subicteric. Her nasal 
mucosa appeared reddened. Her oral mucosa was 
dry; her pharynx was injected, and a thick mucoid 
postnasal discharge was noted. Carotid pulsations 
were prominent, as if she had empty arteries or 
dynamic heart action. Her heart was not enlarged, 
but a harsh grade 2 systolic murmur was heard at 
the apex and well transmitted to the base; the 
heart tones were of good quality; and sinus tachy- 
cardia was present. Her abdomen was flat and 
soft. A blunt, firm, tender liver edge was palpated 
3 or 4 fingerbreadths below the costal margin. 
Right costovertebral angle tenderness was noted. 
Her uterus was enlarged to the size of a 14-week 
gestation; the fundus was poorly defined. Bowel 
sounds were active. Pelvic examination revealed a 
soft cervix with a large erosion, intact mucus plug, 
and normal adnexae. 

Urinalysis revealed a specific gravity of 1.013, 
albumin 1+ to 0, sugar 0 to 1+, acetone 1 to 44+, 
urobilinogen 3 to 1+, and the sediment contained 
5 to 50 leukocytes, 2 or 3 epithelial cells, and 2 to 
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4 yeast cells per high-power field. The hemoglobin 
level ranged from 70 to 59%, falling gradually as a 
result of the patient’s illness, in spite of four blood 
transfusions. The erythrocyte count was 3,760,000 
and 3,580,000 per cubic millimeter and the leuko- 
cyte count 13,100 to 21,000. No differential count 
was done. The blood Kahn test was negative. An 
electrocardiogram revealed sinus tachycardia, 107 
beats per minute; PR interval 0.17 seconds, QT 
interval 0.36 seconds; intermediate electrical axis 
and nonspecific T-wave changes. Bacteriological 
culture of vaginal discharge revealed Escherichia 
coli. Blood and stool cultures were repeatedly nega- 
tive. For biochemical data see the table. 

The patient’s fever was prominent and sustained, 
initially ranging between 100 and 103 F (37.8 and 
39.4 C). Perhaps she had dehydration fever, but 
we see that most commonly in children. In adults, 
it is a good rule that fever is not the result of de- 
hydration but that both stem from a common cause. 
Supportive therapy consisted of intravenous in- 
fusions of dextrose and water and 2 or 3 liters a 
day of saline solution, potassium chloride, bella- 
donna, ascorbic acid, thiamine, promethazine hy- 
drochloride, phenobarbital, chlorpromazine hydro- 
chloride, and promazine hydrochloride. Whole 
blood transfusions eventually totaled 2,000 cc. 
Urinary output remained good. The patient’s blood 
pressure ranged from 112 to 150 mm. Hg systolic 
over 60 to 40 diastolic. On the first day, 1,200,000 
units of penicillin were given; 1 Gm. of tetracy- 
cline was given intravenously from the 2nd to 4th 
days; 2 Gm. of streptomycin was given intramuscu- 
larly, and 400 mg. of erythromycin was given daily 
from the 4th to the 8th days; 1,200,000 units a day 
of penicillin and 2 Gm. a day of streptomycin were 
given from the 9th to the 17th days; 5 to 10 Gm. of 
sulfadiazine was given intravenously and 2 Gm. a 
day of streptomycin was given from the 18th to 
the 21st days; 200 mg. a day of terramycin was 
given intramuscularly from the 22nd to the 27th 
days; 1 Gm. a day of tetracycline was given intra- 
venously, and 2 Gm. daily of streptomycin was 
given from the 23rd to the 26th days. The patient 
had the whole gamut of antibiotic therapy. This 
suggests that she may have had a fever of unde- 
termined origin, due to something other than in- 
fection. 
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On the third hospital day, abdominal distention, 
visual and auditory hallucinations, and equivocal 
nuchal rigidity were observed. This indicated some 
form of encephalopathy, nerhaps a toxic psychosis. 
Because encephalitis was suspected, lumbar punc- 
ture was performed and was negative. The initial 
pressure was 210 mm. H,O, with rise to 230 mm., 
and the closing pressure was 190 mm. The patient’s 
temperature remained high. Vomiting, apathy, con- 
fusion, and psychotic behavior persisted with brief 
lucid intervals. Diarrhea became prominent on the 
llth day, requiring treatment with opium. Sacral 
decubitus ulcers, which we usually associate with 
severe hypoproteinemia or a spinal cord lesion ap- 
peared. On the 18th day, temperature was again 
noted to be spiking to 103 F, and bilateral] flank 
tenderness was observed. On the 23rd day, in view 
of increasing and rapid deterioration despite all 
antibiotic therapy, treatment with 40 units a day of 
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deny it as a possibility. The other outstanding mem- 
ber of the bacterial group is the Mycobacterium 
tuberculosis, which, in a miliary dissemination, 
could cause everything that this patient had: the 
fever, central nervous system involvement, and the 
severe gastroenteritis. 

The next area is that of the reticuloses, includ- 
ing histiocytic, reticulum cell, and lymphogranu- 
loma groups of diseases. The third group of fevers 
is that of the connective tissue diseases, including 
lupus erythematosus, periarteritis nodosa, throm- 
bocytopenic purpura, acute dermatomyositis, and 
systemic scleroderma. These are legitimate children 
of rheumatoid arthritis. In addition, there are the 
illegitimate children of Hamman-Rich syndrome, 
blood group reactions, and other collagen diseases. 
The fourth group is that of neoplastic disease, espe- 
cially of such organs as the liver and kidney. These 
frequently occur with fever as a prominent or 


Laboratory Values 2/22 2/25 
Nonprotein nitrogen, mg./100 ml. ............ 


Globulin, Gm./100 ml ioe 2.0 


Gamma globulin, Gm./100 ml 
Cholesterol, mg./100 ml. 
Alkaline phosphatase, Bodansky units ................ 
Inorganie phosphorus, mg./100 ml. .............. 3.6 
mg./100 ml. 
Carbon dioxide combining power, vol. % ...... ial 58 
Amylase 

Serum, Somogyi units 
Urine, Somogyi units 


2/27 2/28 Spinal 3/13 3/15 3/18 3/19 3/20 
20 x0 27 30 45 
4.5 
72 
43 40 5.7 4.5 
2.9 2.7 2.7 
14 3.0 1.8 
0.79 1.05 
13 7 
1.5 
2+ 2+ 
1.0 3.5 
15 
136 138 139 
98 107 eee eee 100 
2.9 one 2.8 3.7 


corticotropin intravenously was instituted. The pa- 
tient rallied briefly but high temperature persisted 
and she died after a total duration of illness of 
about seven weeks. 

We have to decide whether this is toxemia’ of 
pregnancy or fever of undetermined origin, and I 
think the best approach would be through discus- 
sion of fevers of undetermined origin. When we are 
confronted with such a patient, we survey the sit- 
uation, looking successively into a number of areas. 
The first is infectious diseases, and we consider 
viral, rickettsial, and bacterial agents. I think we 
would choose the bacterial and now must consider 


. the species (cocci or bacilli) and possible pathogen- 


esis. Did the patient have a septic abortion, or did 
she take some emetic agent to produce an abortion, 
in either case, terminating in a micrococcic septice- 
mia? Instrumentation is unlikely because the mucus 
plug was still intact. The course is not typically 
that of a micrococcic septicemia, though I cannot 


presenting manifestation. Then we proceed rapidly 
to a consideration of organ disease associated with 
fever, particularly disease of the liver. 

If fever is sustained at high levels, one thinks of 
a form of reticulosis. If temperature spikes, as in 
this patient, below 98.6 F (37 C) and up to 105 F 
(40.5 C), we know it is a septic fever, caused by 
infection. As for the biochemical data, the ‘otal 
protein is low due to diminution of both albumin 
and globulin. This patient’s albumin concentration 
was down practically to edema level. She had no 
significant gamma globulin reaction such as we see 
in liver disease or conditions associated with anti- 
body formation, such as chronic tuberculosis. She 
entered with an icterus index of 36 but two days 
later it was 10 and was never greatly elevated 
thereafter, nor was the cephalin flocculation test 
elevated. The thymol turbidity was never stimulat- 
ed. The phosphorus level was low and the calcium 
level normal. The hypochloremic alkalosis, hypo- 
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natremia, and hypokalemia were rapidly corrected 
by therapy and remained normal. The low serum 
potassium level was a reflection of the diarrhea. 

I now am forced to conclude that this patient 
had a fever of undetermined origin due to some- 
thing other than pregnancy. It was not a simple 
vomiting of pregnancy, and I might select miliary 
tuberculosis as the cause, but suppose we look at 
the roentgenograms. 

Dr. Leon Love: The patient had two roentgeno- 
grams of the chest, both normal. There was no evi- 
dence of hilar adenopathy. The heart was within 
normal limits. The film was taken with the patient 
supine and there was relative elevation of the 
diaphragm. There was no bony lesion. The lungs 
were clear. The next film was taken a week later. 
There was further elevation of the diaphragm but 
this undoubtedly was taken with the patient lying 
down so that the apparent upward shift could be 
accounted for by displacement of the abdominal 
contents and the pregnancy. The increase in heart 
shadow is accounted for on that basis, and the 
lungs were clear. On the abdominal film, there was 
a well-defined fetus which would place the preg- 
nancy at about the fifth or sixth month. 

Dr. Frederick Steigmann: Do you see evidence 
of hepatomegaly in the abdominal film? 

Dr. Love: Liver enlargement is hazardous to read 
at best into a conventional film. With all that mid- 
line mass and gaseous distention, I would make no 
statement regarding the size of the liver. 

Dr. Steigmann: When we saw this patient on the 
ward she was semicomatose. We were impressed 
with the large, tender liver. We believed that she 
had a toxic hepatitis, perhaps related to a toxemia 
of pregnancy. 

Dr. Samuel J. Hoffman: Would you comment on 
the wide pulse pressure? 

Dr. Foley: The question posed is, could this be a 
manifestation of sepsis? The wide pulse pressure 
does not bother me so much when I realize she was 
five months pregnant, but a systolic pressure of 150 
mm. Hg is hypertensive for a pregnant woman. It 
should be less than 100 at five months. This would 
be in keeping with a toxemia of pregnancy. We 
cannot deny the possibility of an aortic insuffi- 
ciency on the basis of bacterial endocarditis. 

Dr. Paul B. Szanto: Could this patient have had 
a hyperemesis gravidarum? 

Dr. Foley: This patient’s history and course are 
very reminiscent of the description of toxemia of 
pregnancy.’ This could be toxemia alone, but I be- 
lieve there must have been something else going on. 

Dr. S. Howard Armstrong Jr.: It is true that an 
occasional hyperemesis gravidarum will produce an 
esophagitis, but those patients have pain and other 
manifestations. 

Dr. Szanto: This patient had a schizophrenic 
episode too. 
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Dr. Foley: 1 think that is why we must put them 
all together. The reaction she had could have been 
part of a delirium, pure and simple. I think there is 
a definite entity of profound metabolic disturbance 
with sudden dehydration which can produce de- 
lirium, but here delirium came too soon in the 
course of a hyperemesis gravidarum. It seemed to 
me that she had some form of encephalopathy, a 
multiple system disease, or a sepsis of some sort. 

Dr. Harold M. Schoolman: Could the diarrheal 
episode have been the result of the antibiotic ther- 
apy? 

Dr. Foley: Yes. She was a vulnerable target for 
any organism, but the antibiotics did not particu- 
larly influence her febrile course. 

Question: What about the decubitus ulcers? We 
usually see them terminally in cachectic patients 
but she was well nourished. 

Dr. Foley: These ulcers formed a month later, 
after she had been febrile and had had diarrhea, 
but I respect your point, because any time we see 
patients with decubitus we believe they have a 
cord lesion or severe hypoproteinemia and so are 
a vulnerable target for Proteus vulgaris infection. 

Clinical Diagnosis.—The clinical diagnosis was 
hyperemesis gravidarum with toxic hepatitis and 
fever, probably due to sepsis of undetermined 
origin. 

Pathologist’s Report 

Dr. Szanto: The body was that of a well-devel- 
oped, well-nourished girl, who looked older than 
her stated age. No edema was present. The breasts 
were enlarged. The uterus reached to the level of 
the umbilicus and contained a male fetus 17 cm. in 
length. The pituitary was enlarged (1.1 Gm.) due 
to the numerous large pregnancy cells belong- 
ing to the acidophilic series of the anterior lobe. 
The adrenals were moderately enlarged, consistent 
with pregnancy, but the lipid content of the cortex 
was decreased. The brain was grossly normal. Histo- 
logical study of sections taken from the various 
parts of the brain revealed only a nonspecific dif- 
fuse, moderate, proliferation of the oligodendroglial 
cells. 

The three cardinal clinical manifestations which 
must be explained are (1) vomiting, (2) pyuria, 
and (3) diarrhea. 

Was the vomiting due to toxemia? Eclampsia and 
preeclampsia should be clearly separated from 
hyperemesis gravidarum or pernicious vomiting, 
since only preeclampsia and eclampsia belong to 
toxemia proper. We must decide whether we are 
dealing with an unusual early variant of eclampsia. 
Morphologically, the characteristic changes of 
eclampsia are found in the kidney and liver. In this 
instance, the basement membranes of the glomeru- 
lar tufts were delicate. They did not show the 
characteristic swelling of eclampsia. The liver was 
enlarged (2,900 Gm.), and its consistency was de- 


Whe 
put 
gs 
| 
on 
ae 
Ro 
Pat 
4 
ats 
Sind 


Vol. 166, No. 13 


creased. Microscopically, fibrin thrombi in the sinus- 
oids and hemorrhagic necroses were not present 
in the peripheral zones of the lobules as are charac- 
teristic of eclampsia, but fatty changes were noted 
(fig. 1), more pronounced in the central zone and 


Fig. 1.—Fatty changes in liver (“toxic hepatitis”), (hema- 


toxylin-eosin stain, x 120). 


decreasing in severity toward the periphery of the 
lobules. Some of the liver cells contained bile pig- 
ment, and a few bile casts were also seen. The non- 
vacuolized liver cells were swollen and granular. 
The morphologic appearance of the liver was com- 
patible with the diagnosis of toxic hepatitis. 
Having excluded eclampsia, was this a hyper- 
emesis gravidarum? The patient had severe vomiting 
in the 12th week of pregnancy. This is rather late, 
but hyperemesis gravidarum may begin late.’ The 
hepatic changes described are characteristic for, 
but not pathognomonic of, hyperemesis gravidarum 
and could be explained on the basis of septicemia 
or nutritional deficiency. Among the multiple pre- 
cipitating factors that may lead to pernicious vom- 
iting or to vomiting of late pregnancy, we must 
search for infection, focal or systemic. The spleen 
was enlarged (290 Gm.), soft, and grossly as well 
as microscopically had the typical appearance of a 
septic splenitis. The lungs together weighed 800 
Gm. The lower lobes contained microscopic foci of 
bronchopneumonia. The heart was normal (300 
Gm.). The urinary bladder was normal. The ureters 
were moderately dilated (the right more than the 
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left), as is usually found in pregnancy, but not in- 
flamed. The heart, lungs, uterus, and lower urinary 
tract offered no explanation for the septic splenitis. 

The kidneys were markedly enlarged, their com- 
bined weight being 700 Gm., or twice the normal. 
After stripping the capsule, the surface of both 
kidneys revealed numerous yellow nodules, dis- 
tributed at random, pinhead sized to larger, with a 
tendency to confluence. On section, the cortex was 
wide and bulging and showed numerous yellow 
streaks. Similar streaks were seen also in the 
medulla. The mucosa of the pelvis was injected. 
Histologically, the kidney showed cortical abscesses 
and streaks of inflammatory cells in the cortex and 
medulla. A few of the glomeruli were heavily in- 
filtrated with leukocytes, showing beginning abscess 
formation, while others appeared entirely normal. 
The periglomerular connective tissue was infiltrated 
with lymphocytes and leukocytes. The tubules were 
dilated and contained numerous leukocytes. The 
lining epithelium showed extensive degenerative 
changes and disintegration (fig. 2), resulting in the 
formation of excretion abscesses with occasional 


Fig. 2.—Disintegrating dilated tubules containing numer- 

ous leukocytes (hematoxylin-eosin stain, x 120). 


central clusters of bacteria. The interstitial tissue 
around the tubules was heavily infiltrated by in- 
flammatory cells, leukocytes predominating. 
Pyelonephritis occurring during pregnancy is 
usually of the ascending type. In this case, however, 
the bilateral, uniform, diffuse involvement of the 
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kidney, the absence of a severe pyelitis, ureteritis, 
and cystitis, and the involvement of some of the 
glomeruli speak for a hematogenous type of py- 
elonephritis. The postmortem bacteriological exam- 
ination revealed Esch. coli, but this does not ex- 
clude the possibility of a micrococcic etiology. 

The patient had a sore throat in the early phase 
of her illness. The possibility that the pharynx was 
the port of entry of the renal infection should be 
considered. Experimentally, intravenous inocula- 
tion of rabbits with bacteria will lead to hemato- 
genous pyelonephritis if the ureters are constricted. 
In this patient, as in any pregnant woman, there 
was a moderate dilatation of the ureters. This dila- 


Fig. 3.—Pseudomembranous colitis. 


tation, which commences about the fourth month of 
gestation, is not due to compression of the ureters 
at the brim of the pelvis by the pregnant uterus, 
but is due to atonia of the smooth muscles of the 
ureters, resulting in stasis of urine which facilitates 
the development of a hematogenous * as well as 
ascending pyelonephritis. Finally, the possibility of 
a lymphogenous spread of Esch. coli from the ad- 
jacent colon should be considered.* However, this 
should involve only the right kidney. It has been 
noted that this relates to the extensive anastomoses 
between the lymphatics of the right kidney and 
ascending colon. 
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The third clinical manifestation that had to be 
explained was the severe diarrhea. The stomach, 
duodenum, and jejunum were normal. The distal 
ileum showed enlargement of the Peyer’s patches 
and superficial ulceration of the mucosa. Micro- 
scopically, the mucosa and submucosa were in- 
filtrated by lymphocytes, plasma cells, and leuko- 
cytes. The entire colon showed numerous plaques 
(fig. 3) varying in size between 0.3 and 1.5 ecm., 
covered by green-yellow, friable. pseudomem- 
branes. These lesions were particularly numerous in 
the descending colon and rectum, down to the anal 
region. Microscopically, in some areas, the mucosa 
was preserved, the glandular structures showed 
marked distention due to increased mucin produc- 
tion, and the mucosa and submucosa were infil- 
trated by acute and chronic inflammatory cells. The 
pseudomembranes were composed of fibrin, cellular 
debris, and inflammatory cells. Occasional micro- 
abscesses were seen in the submucosa. 

Having ruled out shigellosis, amebiasis, and sal- 
monellosis on the basis of the morphologic appear- 
ance and negative bacteriological and parasitologi- 
cal findings, the diagnosis of pseudomembranous 
enterocolitis was made. The absence of any evi- 
dence of reparative changes, the predominant 
pseudomembranous character of the lesions, and 
the microabscesses speak against a chronic idio- 
pathic ulcerative colitis. In recent years some cases 
of pseudomembranous colitis have been attributed 
to the use of antibiotics. Originally, it was inter- 
preted as an allergic reaction to the antibiotics, but, 
lately, it has been related to emergence of anti- 
biotic-resistant micrococci.” It should be pointed 
out that this lesion was observed before the intro- 
duction of antibiotics, especially in debilitated pa- 
tients undergoing major operations.” Therefore, a 
critical evaluation of the cause and effect relation- 
ship of antibiotics to enterocolitis is necessary. In 
any case, one may say that any drastic change in the 
intestinal flora may precipitate severe enterocolitis. 
In this patient the distribution of the lesions that 
involved the entire rectum to the anal region sup- 
ports the assumption that the intestinal lesions were 
related to the administration of antibiotics. 

Pathological Diagnosis.—The pathological diag- 
nosis was acute pyelonephritis with excretory ab- 
scesses, bilateral; pseudomembranous enterocolitis; 
toxic hepatitis; septic splenitis; bilateral broncho- 
pneumonia (terminal); and pregnancy (sixth month 
of gestation ). 

Comment 


Dr. Szanto: This patient developed persistent 
vomiting in the 12th week of her pregnancy, 
leading to severe dehydration. Despite its late 
onset, we would like to relate the vomiting to hyper- 
emesis gravidarum. Psychogenic or infectious fac- 
tors may precipitate hyperemesis. At the onset of 
the disease, the patient had a sore throat, and bac- 
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teria may have reached the kidneys by hemato- 
genous dissemination leading to pyelonephritis. This 
could have been a precipitating cause of severe 
hyperemesis, which led to marked dehydration, 
hypochloremic alkalosis, hyponatremia, and hypo- 
kalemia. The jaundice and hepatomegaly resulted 
from a toxic hepatitis developing in the course of 
hyperemesis and dehydration. Anemia and leuko- 
cytosis were reflections of infection whose localiza- 
tion in the kidneys was manifested by albuminuria, 
pyuria, and azotemia. Although the electrolyte im- 
balance was corrected, the pyelonephritis did not 
respond to vigorous antibiotic therapy. Indeed, it 
progressed, leading to septicemia ( urosepsis ). Diar- 
rhea developed due to a pseudomembranous ileo- 
colitis related to the antibiotics. 
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The Council has authorized publication of the following report. Nonproprietary terminol- 
ogy is used for all drugs that are mentioned; when such terminology is not considered to be 
generally well known, its initial appearance is supplemented by parenthetic insertion of 
names known to be applied to commercial preparations. 


CURRENT 


Infections of the upper respiratory tract are the 
most common illnesses suffered by man; _ their 
treatment, therefore, constitutes one of the largest 
problems faced by many physicians. A study in a 
group of Cleveland families has shown that respira- 
tory infections accounted for two-thirds of all ill- 
nesses, the average incidence being over six respir- 
atory infections per person per year. Less than 1% 
of these illnesses involved the lower respiratory 
tract, and less than 3% were caused by bacteria. 
In a similar study in university students, Evans 
reported that less than 10% of all respiratory ill- 
nesses were caused by recognized bacteria; about 
70% were infections of the upper respiratory tract. 

At the present time, no antimicrobial agents are 
available that are effective in the treatment of non- 
bacterial respiratory diseases; on the other hand, 
effective means of therapy are available for the 
bacterial infections of the tonsils and the pharynx. 


From the departments of preventive medicine, pediatrics, and medi- 
cine, School of Medicine, Western Reserve University, and the Uni- 
versity Hospitals. 


STATUS OF THERAPY IN 
Floyd W. Denny Jr., M.D. 


John H. Dingle, M.D., Cleveland 


H. D. Kautz, M.D., Secretary. 


UPPER RESPIRATORY INFECTIONS 


The group A hemolytic streptococci are the etio- 
logical agents in most of the bacterial infections 
that will respond to specific therapy. The knowl- 
edge that rheumatic fever and acute hemorrhagic 
glomerulonephritis can be prevented by adequate 
treatment of streptococcic infections has empha- 
sized the need for prompt recognition and treat- 
ment of these illnesses. Specific therapy occasion- 
ally becomes necessary for complications of viral 
respiratory infections and rarely for infections due 
to bacteria other than the group A streptococci. 
Therefore, the main problem in the management of 
patients with upper respiratory tract infection is 
one of diagnosis, which, for the most part, means 
the identification of streptococcic sore throats. 

A current classification of upper respiratory in- 
fections is presented as follows. It includes the 
bacterial, viral, and fungal infections that involve 
principally the upper respiratory tract, and also 
the bacterial and viral infections in which the in- 
volvement of the upper respiratory tract is a minor 
part of a more extensive infection. The diagnosis 
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Classification of Upper Respiratory Infections 
Involvement of Upper Respiratory Tract (Outstanding): 
Bacterial 
Streptococcic sore throat 
Diphtheria 
Vincent’s infection 
Viral or presumably viral 
Common cold 
Herpangina 
Adenovirus infection 
Herpes simplex infection 
Fungal 
Thrush 
Involvement of Upper Respiratory Tract (Minor Part of 
More Extensive Infection): 
Bacterial 
Meningococcic infection 
Hemophilus influenzae infection 
Viral or presumably viral 
Influenza 
Infectious mononucleosis 
Rubeola 
Rubella 
Roseola infantum 
Poliomyelitis 


and treatment of these infections, both supportive 
and specific, will be discussed. In addition, the 
complications that are encountered while using 
specific therapy and the methods for the prevention 
of respiratory infections will be outlined. 


General Aspects of Treatment 


Symptomatic and supportive treatment of pa- 
tients with upper respiratory infections, regardless 
of etiology, consists of rest, analgesia, and relief of 
local symptoms. Rest should be assured, and seda- 
tives, such as the barbiturates, should be used if 
necessary. Acetylsalicylic acid (aspirin) is the drug 
of choice for relieving generalized malaise and 
localized aches and pains. Care should be exercised 
in the administration of this drug to children be- 
cause of the possibility of overdosage and the pro- 
duction of salicylism. Sore thrqat usually responds 
to the administration of aspirin, but in severe cases 
codeine may be necessary. Some patients also ob- 
tain relief from the pain and “tightness” of throat 
infections by the use of warm gargles or irrigations 
with isotonic sodium chloride solution. A local vas- 
oconstrictor in isotonic sodium chloride solution 
may be used as nose drops for the relief of nasal 
congestion, but such medication should be limited 
to the duration of the acute infection. 

Cough, when troublesome, can be controlled by 
the use of humidifiers and codeine. It seems to 
make little difference whether the moisture added 
to the air is hot or cold. Codeine alone or cough 
syrups containing codeine are equally effective. 
Adequate fluid intake should be insured, particu- 
larly in infants with fever, but solid foods are not 
contraindicated if well tolerated. Such “cold cures” 
as special diets, purgatives, diuretics, diaphoretics, 
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alkalis, counterirritants, vitamins, antihistamines, 
and medicated lozenges and sprays are not effec- 
tive. 

An attempt should be made in every upper res- 
piratory infection to establish an etiological diag- 
nosis. Since antibiotic or chemotherapeutic agents 
are not effective in viral infections of the upper 
respiratory tract, they should not be employed. If 
the infection is caused by a bacterial agent, therapy 
directed against the specific organism should be 
given. It should be emphasized that, when the 
appropriate drug has been selected, it should be 
administered in effective doses long enough to pro- 
duce maximal benefits. 


Specific Diagnosis and Treatment of Major 
Upper Respiratory Infections 


Streptococcic Sore Throat.—Infections with group 
A streptococci are characterized by the sudden on- 
set of sore throat, headache, fever, chilliness, ma- 
laise, abdominal pain, nausea, and vomiting. Sore 
throat is the most outstanding symptom and _ is 
usually associated with acute pain on swallowing. 
The temperature of the patient varies, but it is 
generally over 101 F (38.3 C). Gastrointestinal 
symptoms of abdominal pain, nausea, and vomit- 
ing are more common in children than in adults. 
Simple coryza, hoarseness, and cough are not usu- 
ally prominent. Physical examination shows dif- 
fuse redness and enlargement of the tonsils and of 
the lymphoid tissue of the pharynx. The uvula is 
occasionally edematous. Discrete to confluent yel- 
lowish white exudate may be found on the tonsils 
and on the pharyngeal wall but rarely on the uvu- 
la. The lymph nodes at the angle of the jaw are 
swollen and tender. With high fever there may be 
a flush to the skin, and the appearance of the rash 
of scarlet fever is diagnostic of a streptococcic in- 
fection. 

Experience has shown that about one-half of the 
respiratory infections caused by the Streptococcus 
organisms are not typical enough to permit a firm 
clinical diagnosis. In this event, a leukocyte count 
and a throat culture are of great value. The leuko- 
cyte count is typically elevated, usually to above 
12,000 per cubic millimeter, but counts above 
20,000 are not rare. The presence of large numbers 
of hemolytic streptococci on a blood-agar plate is 
almost always diagnostic. 

When the diagnosis of a streptococcic infection 
is made, antibacterial therapy should be instituted 
as rapidly as possible. However, the delay that is 
necessary to confirm the diagnosis bacteriologically 
does not reduce the efficacy of penicillin in the pre- 
vention of rheumatic fever. Penicillin is the drug 
of choice, and the intramuscular route is recom- 
mended because it insures adequate treatment. Re- 
gardless of how the drug is administered, it is es- 
sential that the patient be treated for a period of 
10 days to insure eradication of the organisms. 
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The following regimens, listed in the order of 
preference, have been found to be satisfactory: 1. 
Benzathine penicillin G (Bicillin, Permapen): one 
intramuscular injection of 600,000 units (children ) 
or 900,000 units (adults). 2. Procaine penicillin G 
with aluminum monostearate in oil (Depo-Penicil- 
lin, Lentopen ): one intramuscular injection of 300,- 
000 units (children) or 600,000 units (adults) ev- 
ery third day for three doses. 3. Procaine penicillin 
G as an aqueous suspension: one intramuscular in- 
jection of 300,000 units every day for 10 days. 4. 
Penicillin in the form of a buffered soluble salt of 
penicillin G, potassium penicillin O (Cer-O-Cillin 
Potassium ), or phenoxymethy] penicillin ( Pen-Vee, 
V-Cillin ): 250,000 to 500,000 units (depending on 
the form) given orally four times a day for 10 
days, administered 30 minutes before meals or 2 
hours after meals. 

Other antibiotics are not as effective as penicillin 
in eradicating streptococci or in preventing the 
nonsuppurative complications; therefore, their use 
should be reserved for patients who cannot tolerate 
penicillin. In such patients erythromycin ( Erythro- 
mycin, Ilotycin), tetracycline (Achromycin, Pan- 
mycin, Polycycline, Tetracyn), chlortetracycline 
(Aureomycin) hydrochloride, or oxytetracycline 
(Terramycin) hydrochloride should be given in full 
therapeutic doses for 10 days, or approximately 22 
to 44 mg. per kilogram (10 to 20 mg. per pound ) 
of body weight per day for children and 1 to 2 
Gm. per day for adults. Treatment with the sulfon- 
amide drugs is not effective. 

Diphtheria.—In contrast to most other infections 
of the upper respiratory tract, diphtheria is a seri- 
ous and, at times, fatal disease. Fortunately, its oc- 
currence is now rare, but its potential danger 
should keep every physician alert to its diagnosis. 
It is not within the scope of this paper to review 
completely the symptoms, signs, and treatment of 
diphtheria; instead, a few of the more salient points 
in the management of these patients will be dis- 
cussed. 

The principal finding in patients with diphtheria 
is a gray, adherent membrane, often with tenuous 
edge, that may extend even beyond the tonsils and 
occasionally over the uvula. The tonsils frequently 
are large, but the mucosa of the pharynx is not usu- 
ally as red as that found in streptococcic infec- 
tions. The lymph nodes in the neck are enlarged. 
The patient is febrile and may appear more pros- 
trated and have a faster pulse than the physical 
signs in the throat would indicate, although usually 
the fever is not as high and the general and local 
symptoms not as severe as with a streptococcic in- 
fection. 

The initial diagnosis of diphtheria must be made 
by clinical means; it is not safe to delay treatment 
until laboratory confirmation is obtained. When 
the diagnosis of diphtheria is suspected, antitoxin 
should be administered in full therapeutic doses as 
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soon as it can be determined that the patient is 
not sensitive to the antitoxin. Since the toxin pro- 
duced by the diphtheria organisms is responsible 
for the serious nature of this disease, the adminis- 
tration of antitoxin is the most important aspect 
of therapy. It is desirable, however, to eradicate 
the diphtheria bacillus as quickly as possible; to 
prevent spread of the organism to contacts of the 
patient and to prevent the carrier state. Penicillin, 
chlortetracycline, and erythromycin have all been 
advised for this purpose, but their efficacy has not 
been adequately evaluated. 

Vincent's Infection.—Vincent’s stomatitis or Vin- 
cent’s angina is the diagnosis given to a condition 
characterized by gingivitis and necrotic ulcers of 
the buccal mucosa, the tonsils, and occasionally 
the pharynx. These lesions are accompanied by 
varying degrees of systemic involvement. Direct 
smears from the lesions show spirochetes and fusi- 
form bacilli, but there is no agreement as to 
whether these organisms are the actual cause of 
the disease or only secondary invaders. It is pos- 
sible that the herpes simplex virus is a cause of 
some cases of Vincent’s stomatitis, but this organ- 
ism cannot be isolated from all cases, and it now 
seems probable that there are multiple etiological 
agents. Because the etiology cannot be determined 
in most cases, it is difficult to recommend specific 
therapy; the fact that numerous therapeutic agents 
have been advocated emphasizes the probability 
that none is entirely successful. Penicillin has been 
reported to be effective but, if used, should be 
given parenterally and not as a mouth wash. Good 
oral hygiene is an important aspect of therapy. 

Common Cold.—Respiratory infections classified 
as the common cold are the most frequent of all 
infections. In the study of Cleveland families, this 
diagnosis was made in 40% of all illnesses and in 
60% of all respiratory illnesses. The common cold 
may be defined as a mild, usually afebrile, upper 
respiratory tract infection in which most of the 
clinical signs are caused by inflammation of the 
mucous membranes of the nose. Occasionally, 
spread to contiguous structures, the paranasal si- 
nuses or the pharynx, may occur. Sneezing, coryza, 
lacrimation, and scratchy throat are common symp- 
toms, and physical examination shows little more 
than a red, edematous nasal mucosa. Laboratory 
tests are within normal limits. 

The common cold is transmissible from one 
human host to another; it is also transmissible to 
the chimpanzee but not to the common laboratory 
animals. In the last three decades, several investi- 
gators have reported the cultivation of a common 
cold virus in embryonated eggs or tissue culture. 
These reports have not been confirmed. Recently, 
Price has isolated a virus from patients with ill- 
nesses resembling the common cold and has re- 
ported that a vaccine prepared with this virus pre- 
vented illness among the children injected in an 
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institution during an outbreak of upper respira- 
tory infections. Sufficient data are not yet available 
to permit adequate evaluation of this report. In 
human transmission studies, as well as in epidemi- 
ologic studies in families, immunity to repeated 
infections has not been demonstrated. Since the 
clinical signs are so variable from one person to 
another, or even in the same person at different 
times, it is possible that the clinical syndrome 
now called the common cold is caused by mul- 
tiple agents. Numerous drugs have been advocated 
for the specific treatment of the common cold, but 
none has proved to be effective when adequately 
tested under controlled conditions. 

Herpangina.—Herpangina is an uncommon res- 
piratory infection that may be caused by several 
of the Coxsackie A viruses. The characteristic le- 
sions of this entity are commonly located on the 
anterior pillars of the fauces, are usually few in 
number, are 1 to 5 mm. in diameter, and appear 
as white or gray vesicles and later as ulcers sur- 
rounded by a red areola. A temperature occasion- 
ally as high as 105 F (40.5 C), sore throat, head- 
ache, myalgia, and abdominal pain are common 
features. The leukocyte count is usually normal, 
and throat culture shows normal flora. The clinical 
picture of herpangina is characteristic and allows 
a presumptive diagnosis which can be confirmed 
in the laboratory by isolating the virus and by 
demonstrating the development of antibodies to 
the virus in convalescent serum from the patient. 
The disease is self-limited; no specific treatment 
is available. 

Adenovirus Infections.—The adenoviruses com- 
prise a new group of viruses that were first de- 
scribed in 1953. These viruses are readily grown 
in tissue cultures, and at the present time more 
than 23 separate and distinct types, both of human 
and simian origin, have been described. Since not 
all adenoviruses have been associated with respira- 
tory infections in man, mention will be made only 
of the two clinical entities in which there appears 
to be definite association between several of these 
viruses and upper respiratory disease. 

The type 3 adenovirus and, rarely, several of 
the other types have been associated with nonbac- 
terial pharyngitis or pharyngoconjunctival fever. 
This disease entity accounts for only a small part, 
approximately 1 to 4%, of the nonbacterial respira- 
tory infections in the civilian population. It is 
characterized by a temperature often as high as 
103 to 104 F (39.4 to 40 C) lasting 1 to 10 days, 
sore throat, headache, lassitude, and, in some in- 
stances, conjunctivitis. The sore throat is usually 
not as severe as with streptococcic infections. On 
physical examination, the tonsils and the lymphoid 
tissue of the pharynx are enlarged; the mucosal 
surfaces are red, and grayish white exudate may 
be present. If exudate is found, it is usually in 
small, discrete patches in the tonsillar crypts. Con- 
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junctivitis, when present, is follicular in character 
and may involve one or both eyes. Cervical lym- 
phadenopathy is common, and the nodes may be 
tender. The leukocyte count is normal in most 
cases. 

Definite diagnosis can be made only by isolating 
the virus in tissue culture and by demonstrating 
the formation of antibodies in the host by neutral- 
ization or complement-fixation titrations. These 
laboratory aids, however, are not usually available 
and clinically are of limited value, because the 
results frequently can be obtained only after the 
patient has recovered. Since specific therapy is not 
indicated in nonbacterial pharyngitis or pharyngo- 
conjunctival fever, it is important only to differ- 
entiate this entity from streptococcic sore throat. 
This can frequently be done by clinical means 
and the leukocyte count, but the absence of hemo- 
lytic streptococci on throat culture is most helpful 
in excluding the diagnosis of streptococcic disease. 

During World War II the Commission on Acute 
Respiratory Diseases delineated a clinical syn- 
drome in military recruits called acute respiratory 
disease (or ARD). Since the discovery of the 
adenoviruses, it has been shown that this syn- 
drome is commonly associated with the adeno- 
viruses, types 4 and 7. Infection with one of these 
viruses is the commonest cause of upper respira- 
tory disease among recruits in the military service 
but is rarely seen among civilian populations. The 
cause for this paradoxical situation is unknown. 
ARD is characterized by a gradual onset, fever- 
ishness, chilliness, headache, malaise, and anorexia. 
The throat is sore, but usually without pain on 
swallowing. Hoarseness and cough are common. 
The temperature averages 101 F (38.3 C). On 
physical examination, the pharynx is moderately 
red, and the tonsils and lymphoid tissue may be 
enlarged. The cervical lymph nodes may be pal- 
pable but are not usually large and tender. The 
leukocyte count is normal. As with nonbacterial 
pharyngitis or pharyngoconjunctival fever, the spe- 
cific diagnosis can be made by virus isolation or 
by demonstration of an increase in antibody titer 
in the serum after the infection. No specific treat- 
ment is available. 

Antibodies to types 1, 2, 5, and 6 adenoviruses 
are commonly found in civilians of all ages, and 
these viruses have occasionally been isolated from 
patients with respiratory illnesses. As yet, however, 
there has been no frequent or consistent associa- 
tion between these types of adenoviruses, or the 
other remaining types, and clinical respiratory dis- 
ease. 

Herpes Simplex Infection—The usual disease 
entity associated with the herpes simplex virus is 
herpes labialis (cold sore, fever blister), but occa- 
sionally, on first contact with this virus, children 
develop acute herpetic gingivostomatitis. This dis- 
ease entity is characterized by marked systemic 
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reactions and oral lesions consisting of vesicles 
which rapidly rupture, leaving a gray membrane 
or ulcer. The tongue and cheek show these lesions 
most frequently, but other parts of the mouth and 
pharynx may be involved. The lesions are quite 
characteristic and are not usually confused with 
other infections of the throat. There is no effective 
therapeutic agent against the herpes simplex virus. 

Thrush.—Thrush is a common infection caused 
by the fungus Candida (Monilia) albicans and is 
found principally in infants and debilitated chil- 
dren or adults. The disease is manifested by the 
appearance on the mucous membranes of the 
mouth and throat of confluent, pearly white, ele- 
vated patches which, when forcibly removed, leave 
a raw surface. Few symptoms are referable to 
these lesions. The diagnosis can be confirmed by 
demonstrating the characteristic budding, yeast- 
like fungus with hyphal fragments in fresh smears 
from the lesions, or by cultivating the fungus on 
common laboratory mediums. Prior to the intro- 
duction of antibiotics, corticotropin (Acthar, Cor- 
ticotropin, Depo-Acth), and cortisone (Cortisone, 
Cortogen, Cortone) acetate, the disseminated form 
of the disease was rare. In recent years, however, 
pneumonia, involvement of the gastrointestinal 
tract, and generalized moniliasis have become more 
common, particularly as a complication in patients 
who are receiving antibiotic drugs or adrenal cor- 
tical steroids. 

Thrush usually responds to the local application 
of a 1% solution of gentian violet, a 1% solution of 
borax in glycerin, or a 20% aqueous solution of 
sodium caprylate. Attention to the over-all health 
of the patient is important. Recently a new anti- 
biotic, nystatin (Mycostatin), has been found to 
be effective in monilial infections and can be em- 
ployed locally or orally. The drug should be tried 
in cases resistant to the usual therapy or in cases 
in which the infection has spread to the gastroin- 
testinal tract. Nystatin is poorly absorbed from the 
gastrointestinal tract and is probably not effective 
in other types of moniliasis. 


Upper Respiratory Tract Infections Associated 
with More Extensive Disease 

Meningococcic Infection.—Patients with ménin- 
gococcic infections, either meningitis or meningo- 
coccemia, frequently have mild symptoms referable 
to the upper respiratory tract, and cultures from 
the throat may show the presence of meningo- 
cocci. Likewise, throat cultures from contacts of 
these patients may show meningococci. Although 
the possible relationship between the meningo- 
coccus and upper respiratory disease is recognized, 
this organism is not considered a common cause of 
primary upper respiratory infections. Therefore, 
the only time when the presence of the meningo- 
coccus in the throat assumes importance is when 
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it is associated with more extensive and severe dis- 
ease, and treatment should be limited to these 
cases. 

Hemophilus Influenzae Infections.—The status of 
the association of H. influenzae and upper respira- 
tory tract infections is similar to that described for 
the meningococcus. Patients with meningitis and 
laryngotracheobronchitis caused by this bacterium 
frequently have mild upper respiratory tract symp- 
toms, and the organism may be cultured from the 
throat. Primary tonsillitis or pharyngitis due to the 
influenza bacillus, however, has not been recog- 
nized as a clinical entity and need not be con- 
sidered in the differential diagnosis of uncompli- 
cated upper respiratory tract infections. 

Influenza.—Infections with influenza viruses, 
types A or B, occur either as sporadic cases or, 
more characteristically, in epidemics. Sporadic in- 
fections are infrequently recognized because the 
clinical picture is usually not distinct enough to 
allow separation from noninfluenzal illnesses con- 
stantly present in any population. In contrast, and 
as illustrated by the outbreak of type A Asian 
strain infection, typical cases are more readily diag- 
nosed during epidemics when 10 to 20% of a popu- 
lation may be expected to manifest the disease 
within a period of several weeks. 

The onset is usually abrupt, with chilliness, fever- 
ishness, headache, weakness, pain in the eyeballs, 
pain in the back, muscular aches, and frequently 
cough. The symptoms of coryza, sneezing, and 
hoarseness may be present but seldom are promi- 
nent. Temperature ranges from 101 to 105 F (38.3 
to 40.5 C). Examination shows an acutely ill, pros- 
trated patient with flushed face and, commonly, 
suffusion of the conjunctivas. The pharynx is red, 
and rales may be heard in the chest. The leukocyte 
count and the throat culture are usually within 
normal limits. As with most viral infections, the 
exact diagnosis depends on isolation of the virus 
or demonstration of the development of specific 
antibodies in the blood of the host. 

Much has been written about bacterial compli- 
cations in influenza. There can be little doubt that 
secondary bacterial infections, in particular bac- 
terial pneumonia, contribute importantly to the 
death rates during epidemics of influenza. Such 
rates, however, have not been dramatically high 
in this country since the pandemic of 1918. The 
presently available antibiotic and chemotherapeu- 
tic drugs are not effective in the treatment of in- 
fluenza, and bacterial complications so far have 
been infrequent. Accordingly, antimicrobial agents 
should be reserved until complications occur, or 
should be used routinely only in debilitated pa- 
tients in whom complications would be especially 
dangerous. Patients suspected of having influenza 
should not be admitted to the hospital unless ab- 
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solutely necessary because of the danger of cross- 
infections with antibiotic-resistant strains of bac- 
teria. 

Infectious Mononucleosis.—Infectious mononucle- 
osis is a generalized disease characterized by aden- 
opathy, splenomegaly, hepatic involvement, pharyn- 
geal lesions, an increase in the peripheral blood 
of mononuclear cells, many of which may be 
atypical lymphocytes, and an increase in heterophil 
antibodies. The pharyngeal lesions vary from pete- 
chial areas on the soft palate to a dirty gray mem- 
brane on the tonsils. Infectious mononucleosis is 
important in the discussion of respiratory infections 
because it is occasionally confused with streptococ- 
cic infections or diphtheria. Antibiotics are not 
effective in shortening the course of infectious 
mononucleosis. 

Others._Symptoms referable to the upper res- 
piratory tract have been described in rubeola, ru- 
bella, roseola infantum, poliomyelitis, and in many 
other diseases, both infectious and noninfectious in 
etiology. In these diseases symptoms of involve- 
ment of the upper respiratory tract are of second- 
ary importance to the generalized illness and 
require no specific antibiotic therapy. 


Bacterial Complications of Upper 
Respiratory Infections 


The bacterial complications that occasionally ac- 
company or follow upper respiratory infections are 
otitis media, mastoiditis, sinusitis, peritonsillar cel- 
lulitis, pneumonia, and meningitis. The bacteria 
usually involved are hemolytic streptococci ( group 
A), staphylococci, pneumococci, and influenza ba- 
cilli. The total incidence of these complications 
is so low that the prophylactic use of antimicrobial 
drugs is not indicated except in cases in which 
such complications would be especially dangerous, 
such as in patients with severe heart disease, ne- 
phrosis, or chronic lung infections. Normal indi- 
viduals with upper respiratory infections, there- 
fore, should be observed carefully, and specific 
therapy should be started only when the clinical 
signs indicate that a complication has arisen. Be- 
fore treatment is instituted, bacterial cultures 
should be obtained to determine the causative or- 
ganism and, if necessary, to test its sensitivity to 
antibacterial agents. If an ineffective drug has been 
chosen initially, a more appropriate one can then 
be administered. 

The selection of an antibiotic drug for the treat- 
ment of a complication usually must be made em- 
pirically. Certain factors, however, occasionally 
help in making the choice and will be mentioned 
briefly. Complications accompanying streptococcic 
infections usually are caused by this same organ- 
ism and respond to the administration of penicillin, 
the drug of choice in uncomplicated streptococcic 
infections. Otitis media, the commonest complica- 
tion of respiratory infections, is usually caused by 
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pneumococci, H. influenzae, or hemolytic strep- 
tococci. If an exact etiological diagnosis cannot be 
made, otitis media should be treated with one of 
the broad-spectrum antibiotic drugs. 
Chemotherapy is effective in most bacterial com- 
plications, but occasionally surgical intervention is 
necessary. Otitis media, peritonsillar cellulitis, and 
mastoiditis are examples in which the response 
after surgical treatment is frequently dramatic. 


Complications of Specific Therapy 


The bene*ts derived from the use of chemothera- 
peutic and antibiotic agents far outweigh any of 
the reactions or complications that have arisen 
with the administration of these drugs. The compli- 
cations that have been described with most of the 
agents in current use, however, are frequent and 
serious enough to cause some concern. Each time 
an antimicrobial agent is used, the physician should 
give careful consideration to the benefits that can 
be expected, as compared with the possibilities of 
encountering difficulty. It is the purpose of this 
section to call attention to the more common and 
serious types of complications that have been re- 
ported. 

Sensitivity Reactions.—Sensitivity reactions may 
occur after the use of any of the antimicrobial 
drugs, but more than 90% of the reported cases 
have occurred with penicillin. The frequency of 
sensitivity reactions to penicillin appears to be in- 
creasing, probably because of the increase in use 
of the drug and possibly because it-is more anti- 
genic than has been thought. The vast majority of 
penicillin reactions occur after the intramuscular 
injection of the drug. Angioneurotic edema and 
urticaria are the most frequent types of reactions 
and are not usually severe, unless they are associ- 
ated with cerebral or respiratory involvement. Ana- 
phylactoid reactions are not as common but are 
always serious. Approximately 10% of the reported 
cases have been fatal, and more than 100 fatalities 
have been recorded. Illnesses resembling serum 
sickness occur infrequently and are not usually se- 
vere. Other dermal reactions, including exfoliative 
dermatitis, hemorrhagic purpura, and erythema 
multiforme, occur infrequently but are usually 
more severe in nature. Death has occurred in 10% 
of the reported cases. 

Gastrointestinal Disturbances.—Nausea, vomit- 
ing, and diarrhea are encountered commonly after 
oral administration of the broad-spectrum antibiot- 
ics but, unless associated with staphylococcic su- 
perinfection as mentioned later, are not serious in 
most instances. 

Superinfections.—After the use of most antimicro- 
bial agents, one or more types of bacteria and 
fungi will frequently appear in abnormal numbers. 
Candida (Monilia), staphylococci, and gram-neg- 
ative bacilli are the organisms most commonly 
found. Enterocolitis, associated with oral use of the 
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broad-spectrum antibiotics and due to Staphylococ- 
cus pyogenes var. aureus, is the most serious of 
the superinfections, particularly when it occurs as a 
complication of abdominal surgery. The case fatal- 
ity rate is approximately 30%. 

Resistant Bacteria.—Many bacteria, notably he- 
molytic streptococci and pneumococci, have main- 
tained their sensitivity to most of the antibiotics. In 
contrast, gram-negative bacilli and staphylococci 
may be resistant to antimicrobial drugs or may rap- 
idly develop such resistance. The management of 
infections due to these organisms is accordingly 
difficult, since antibiotic therapy may be ineffective. 
A number of studies have demonstrated that strains 
of staphylococci isolated in hospitals are more re- 
sistant to antibiotics than those isolated from the 
population at large. In general, the resistance of 
the hospital strains is connected with the amount 
and kinds of antibiotics used in a given institution. 
Hospital personnel become carriers of the resistant 
strains, and the environment becomes contami- 
nated with these organisms. A high proportion of 
hospital-acquired infections are due to such strains. 
For these reasons, some authorities have recom- 
mended that the use of one or another of the 
broad-spectrum antibiotics, to which the hospital 
organisms are susceptible, be reserved solely for 
the treatment of hospital-acquired infections. 

Neurotoxicity.—Vestibular and auditory disturb- 
ances have been described after the prolonged use 
of streptomycin and dihydrostreptomycin. The 
combined use of half-doses of each appears to be 
associated more frequently with hearing impair- 
ment than does the use of full doses of streptomy- 
cin alone. 

Hematological Problems.—Aplastic anemia, leu- 
kopenia, and thrombocytopenic purpura have been 
reported after the use of chemotherapeutic and 
antibiotic agents, chiefly the sulfonamide drugs 
and chloramphenicol (Chloromycetin). These re- 
actions are rare but can be quite serious, and 
some fatalities have been reported. 

Prevention and Control 

Prevention of several of the bacterial and viral 
diseases discussed in this paper is possible, either 
by the prophylactic administration of an antimicro- 
bial drug or by the injection of a vaccine to pro- 
duce protective antibodies. Of the bacterial infec- 
tions discussed, streptococcic and meningococcic 
infections and diphtheria can be prevented. Diph- 
theria toxoid, alone or in combination with tetanus 
toxoid or pertussis vaccine, has been widely and 
effectively used in the control of diphtheria. 

At the present time there are no vaccines effective 
in the control of streptococcic infections, but these 
infections can be prevented by the prophylactic ad- 
ministration of several drugs. Prophylaxis is net 
recommended for routine use in normal individuals 
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living at home; treatment after the development of 
symptoms is the preferred routine in this situation. 
Prophylaxis is especially indicated in individuals 
who have had rheumatic fever and who are sub- 
ject to recurrences of this disease after subsequent 
streptococcic infections. Chemoprophylaxis may 
also be desirable to prevent the epidemic occur- 
rence of streptococcic infections among closed 
population groups, such as military installations, 
boarding schools, or ship’s personnel. Benzathine 
penicillin G, 1.2 million units given intramuscularly 
once a month, or a buffered soluble salt of peni- 
cillin G, 200,000 to 250,000 units given orally once 
or twice a day (not at mealtime), or sulfadiazine, 
500 mg. to 1 Gm. given daily, is effective in pre- 
venting streptococcic infections. 

The prophylactic use of drugs in the prevention 
of meningococcic infections is not usually neces- 
sary; in some situations, however, as when men- 
ingococcic disease is occurring epidemically in 
closed population groups, small daily doses of sulfa- 
diazine (500 mg. to 1 Gm.) given for several days 
to all individuals are indicated. This same regimen 
may also be desirable for the family contacts of a 
patient with a meningococcic infection. 

No chemoprophylactic agents are effective in 
preventing viral respiratory diseases, but vaccines 
are now available for use against influenza and 
adenovirus infections. Influenza vaccine is pre- 
pared from the developing chick embryo and us- 
ually contains both types A and B viruses. This 
vaccine has been very effective during certain epi- 
demics; at other times, however, because of the 
changing antigenic patterns of the influenza viruses, 
the available vaccine has not been effective. Dur- 
ing widespread epidemics, when the type of virus 
causing infection can be predicted with consider- 
able accuracy, a vaccine prepared with this same 
strain of virus can be expected to be effective, a 
situation exemplified by the recent initial develop- 
ment and use of a type A Asian strain vaccine. 

In the face of an epidemic or of a limited supply 
of vaccine, priorities for vaccination may be re- 
quired. Before a community-wide program is in- 
stituted, preference generally should be given to 
persons engaged in maintaining the health of the 
community and basic community services, and to 
pregnant women and patients with chronic diseases 
for whom influenza may constitute a special risk. 
The vaccine should not be administered to persons 
known to be highly sensitive to eggs or chickens. 
The usually recommended doses of vaccine are as 
follows: for adults, 1 cc. administered subcutane- 
ously; for children, 5 to 12 years of age, 0.5 cc. sub- 
cutaneously, repeated in 2 to 3 weeks; and for 
children, 3 months to 5 years of age, 0.1 cc. intra- 
dermally or subcutaneously, repeated in 2 to 3 
weeks. 
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A vaccine containing two or three types of aden- 


' oviruses (types 3, 4, and 7) has been developed 
‘recently by means of tissue culture techniques 


similar to those employed in preparing poliomye- 
litis vaccine. When tested among military popula- 
tions, this vaccine was effective in preventing the 
adenovirus disease so common in recruits (ARD). 
Because of the rarity of adenovirus infections 
among civilian populations, however, there is no 
indication at the present time for the general use 
of this vaccine. 
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Other methods for the prevention and control of 
upper respiratory infections should be mentioned 
only to stress their ineffectiveness. Control of air- 
borne spread by ultraviolet rays or dust suppres- 
sion, special diets or vitamins, tonsillectomy and 
adenoidectomy, bacterial or “cold” vaccines, and 
antihistaminic drugs have all been championed at 
some time, but they have been found to be of no 
value when adequately tested under controlled 
conditions. 
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Watchwords, although apt to be dangerous and 
misleading, have frequently spearheaded the most 
worthy human causes. “Taxation without represen- 
tation,” “Give me liberty or give me death!” and 
making the world “safe for Democracy” are but 
a few of the most obvious slogans that have con- 
tributed to our destiny. In medicine, as in other 
sciences, there is small room for the watchword 
with its associated emotionalism, but there has re- 
cently crept into the field of medical education a 
neat, terse watchword which typifies a change in 
the thinking of the entire profession—a change 
which will influence the health and well-being of a 
large portion of the population. The slogan is 
“Forty years, not four!” and refers to the ill-defined 
process of medical education which has become a 
life-long process; it is dramatic evidence of the 
solid ground on which postgraduate medical edu- 
cation stands. 

Secure in the belief that the M.D. degree is only 
one formal step in the education of the physician, 
the University of Kansas School of Medicine has 


From the Department of Postgraduate Medical Education, Univer- 
sity of Kansas School of Medicine. 


assumed active responsibility in the field of post- 
graduate education for the past 40 years. Spurred 
into greater action by the establishment of a de- 
partment of postgraduate medicine headed by an 
academic chairman and a full-time director, the 
school has been able to develop an increasingly 
ambitious program which has been successful in 
establishing an excellent record of physician enroll- 
ments in postgraduate courses. 

Such a program, with its deep roots and long 
growth, must at some time inevitably concern itself 
with an attempt to determine not only what it has 
done in the past but what it must yet do in the 
future. In this spirit of self-analysis and self-evalua- 
tion, sufficient information was gathered during 
1955 and 1956 regarding Kansas physicians and 
their approach to postgraduate activities to justify 
some significant observations. 

It was learned, for example, that, as a student 
body, Kansas physicians constitute a remarkable 
group. Records studied in 1956 revealed that 83% 
of the practicing physicians of the state had at some 
time attended at least one postgraduate course of- 
fered by the University of Kansas School of Medi- 
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cine. Over 85% of this group had been in attend- 
ance within the immediate preceding five-year pe- 
riod. It was thus seen that 71% of all Kansas physi- 
cians in active practice had, during the preceding 
five-year period, attended one or more postgrad- 
uate courses at the University of Kansas Medical 
Center. From the records for 1955 and 1956 it was 
seen that Kansas physician enrollments in postgrad- 
uate courses offered by the University of Kansas 
School of Medicine amounted to approximately 
64% of the active physician population of the state. 

The path into analysis of postgraduate study by 
physicians is not without landmarks. In addition to 
various local studies, a survey prepared in 1955 by 
Dr. Douglas D. Vollan under the zgis of the Amer- 
ican Medical Association’s Council on Medical Ed- 
ucation and Hospitals presents an excellent national 
report of investigation.’ This report is of consider- 
able value in providing a national scale by which 
individual efforts may be measured. 


Survey Method 


In the spring of 1955 an extensive survey among 
the physicians of Kansas was undertaken by the 
department of postgraduate medicine of the Uni- 
versity of Kansas with the cooperation of the Kan- 
sas Medical Society. Questionnaires were mailed to 
1,450 Kansas physicians (M.D.’s) who were known 
to be in active practice at that time. Physicians in 
full-time practice at the University of Kansas Med- 
ical Center, retired or, semiretired physicians, in- 
terns, and residents were excluded from the survey. 
The returns from this questionnaire totaled 902, or 
approximately 62% of the number to whom it was 
mailed. 

The questionnaire, while preserving the ano- 
nymity of the physician, requested such informa- 
tion as age, year of graduation from medical school, 
number of years of internship and residency, size of 
community in which he practiced, type of practice, 
and certification by specialty boards or member- 
ship in the American Academy of General Practice. 
Each respondent was also asked to estimate in hours 
the amount of formal postgraduate work he had 
taken in the past three years. By “formal” post- 
graduate work the questionnaire intended to sig- 
nify attendance at a postgraduate course offered by 
a medical school and not to imply .attendance at 
scientific programs of various medical organiza- 
tions. The three-year base period was used to ob- 
tain a more accurate over-all picture, and it was 
patterned on the standard of time set by the Amer- 
ican Academy of General Practice in determining 
the postgraduate obligations of its members. 

The initial tabulation of questionnaires revealed 
that approximately 62% of the sample group were 
in general practice (table 1). This percentage cor- 
responds almost exactly to the estimated percent- 
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age of general practitioners in the United States. 
This figure also corresponds to the actual total per- 
centage of generalists now practicing in the state of 
Kansas. These correlating percentages, then, would 
seem to indicate a fair sampling from the stand- 
point of specialists versus generalists. 

Our questionnaire revealed that slightly over 
one-half (54.6%) of the respondents were in solo 
practice, as compared to the remaining respondents 
who were either in partnership (23.9%) or group 
practice (20.1%) or, as with a small percentage, in 
institutional (0.6%), governmental (0.6%), or simi- 
lar practice (0.2%). 

In an effort to clarify and evaluate the signifi- 
cance of the amount of postgraduate work taken by 
the respondents as expressed in hours, an arbitrary 
division was made to distinguish between ade- 
quate, inadequate, and superior amounts of work. 
Following the standard set by the American Acad- 
emy of General Practice, it was decided that 50 
hours of formal postgraduate work every three 
vears was a necessary minimum. Therefore, re- 
sponses that showed less than 50 hours of work 
were classified as inadequate for our study. This 


TABLE 1.—Physicians in Specialty and General Practice 


Respondents 


Classification No 
Certified specialista ............ + ‘ 937 26.28 
Uneertified specialists koowen 108 11.97 
Part-time specialists .......... — 168 18.62 
General practitioners ....... 3x0 43.13 

Total respondents ............... 100 


assumption was made with some reservation, inas- 
much as no one has demonstrated that 50 hours of 
postgraduate work taken every three years is a rea- 
sonable minimum. Furthermore, mere clock hours 
of attendance as a sole criterion of learning is not 
a reliable index; attitude, interest, teaching tech- 
niques, selection of topics, and many other elements 
are factors which must certainly be considered. 
Any respondent who reported more than 150 hours 
of postgraduate work within the preceding three- 
year period was classified as having taken a su- 
perior amount of work. 

There are many factors, both personal and pro- 
fessional, which determine how much postgraduate 
work each physician takes and where he takes it. A 
thorough consideration of the significant profes- 
sional factors has been presented in Vollan’s study,’ 
and it is not our purpose merely to sound a regional 
echo of what has been established for the nation by 
that work. But there remain, nevertheless, some sig- 
nificant deviations and observations in Kansas that 
are noteworthy. 
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Problems of Solo Practice 


It is readily understood that one of the major 
problems of postgraduate attendance is that of dis- 
position of patients while the physician is neces- 
sarily absent from his practice. Vollan states, “The 
greatest single deterrent to postgraduate attend- 
ance is the lack of someone to care for the physi- 
cian’s patient while he is away.”’ Physicians in 
partnership are not so deeply concerned with this 
problem, and those physicians practicing within a 
group usually benefit from annual “leave time” 
scheduled for the express purpose of attendance at 
postgraduate courses. The physician in solo prac- 
tice who, because of the isolated nature of his pro- 
fessional efforts, would seem to benefit the most, is 
usually the one who can least afford to leave his 
patients to participate in postgraduate activities. 

According to information supplied by the re- 
spondents, the problem of solo practice in Kansas 
does not influence the actual educational activities 
as physicians nationally were of the opinion it 
would. In table 2 one notes that patient disposition 
has almost no significance in its relationship to the 
amount of postgraduate work taken by the physi- 
cian. One of the reasons for this may be the fact 
that Kansas has for some time followed one of the 
three basic precepts of the Kansas Plan for Rural 
Health: sponsorship, promotion, and execution of a 
planned and regularly scheduled circuit program 
throughout the state. Under the leadership of Dr. 
Franklin D. Murphy, then Dean of the University 
of Kansas School of Medicine, point 3 of the Kansas 
Plan, as formulated in 1948, promised to provide 
adequate postgraduate medical education to all 
Kansas physicians: “Cities in Kansas will be chosen 
for their strategic geographic location, and teams 
of instructors made up of members of the faculty 
of the medical school and qualified practitioners of 
medicine in Kansas will travel from one city to the 


TABLE 2.—Disposition of Patients and Amount of 
Postgraduate Work 


Postgraduate Work in 
Past 3 Yr., % 


Patient No. of oul 
Disposition Replies <50 Hr. 50-150 Hr. >150 Hr. 


Partner cares for patients........ 303 25.8 44.5 28.7 
No partner to care for patients.. 368 26.5 49.4 24.2 


next giving the newest and most practical informa- 
tion in diagnosis and treatment of specific medical 
problems.” 

For six months during the year, under the pres- 
ent Kansas extramural postgraduate plan, two sep- 
arate teams of instructors go out each month to 
travel a combined distance of approximately 1,800 
miles to bring annually 30 hours of category 1 post- 
graduate education to each enrollee in eight differ- 
ent circuit centers throughout the state. With the 
total yearly enrollment at the circuit courses aver- 
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aging over 400, the problem of “getting away” is, 
apparently, minimized for a large portion of the 
physician population in Kansas. 


Specialized versus General Practice 
Organizers and planners in postgraduate educa- 
tion realize that their programs ought to be tailored 
to fit the needs of the entire physician population 


General Practice 


Specialty 


A 


46% 54% 


Physicion Enroliment oat K.U. 1955-56 


62% 38% 


Physicians in Kansos 


Fig. 1.—Type of practice of physicians in Kansas and post- 
graduate study. 


with which they are concerned. It becomes tempt- 
ingly easy for medical schools with their predomi- 
nance of highly trained specialists to indulge heav- 
ily in postgraduate activities which may have a 
limited appeal. Considering that almost 62% of the 
national physician population is in general practice, 
it is apparent that postgraduate education planning 
must consider their needs in proper proportion. In 
the recent past, this has not occurred in the country 
as a whole. Vollan reported, regarding the 1952- 
1954 study, “An overwhelming majority of post- 
graduate courses are offered in special fields or 
specialty subjects. Only a small fraction of the op- 
portunities (4.1%) are primarily and specifically in 
the field of general medicine, i. e., for general prac- 
titioners.” * It might well be that some courses in 
special fields would be of more ifterest to physi- 
cians in general practice than would some courses 
in general medicine. Approaching the study from a 
different angle by inquiring for whom the courses 
are designed, the most recent study of postgraduate 
courses (for the year Sept. 1, 1956, to Aug. 31, 
1957), reported by the Council on Medical Educa- 
tion and Hospitals of the American Medical Asso- 
ciation, shows that 68.3% of all the courses taking 
place that year in the United States were specifi- 
cally and primarily designed for physicians in gen- 
eral practice and another 11.3% were designed for 
both general practitioners and for physicians in 
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full-time specialty practice. Only 20% of the 1956- 
1957 courses were designed primarily for full-time 
specialists.* 

The University of Kansas does not propose to 
aim any course “down” to the general practitioner. 
Instead, programs are designed with a diversity of 
appeal for all physicians in all fields of practice, 
though not necessarily attempting to appeal to all 
in each program. Enrollment figures for the year 
1955-1956 at the University of Kansas present an 
interesting picture. Forty-six per cent of the total 
number of physician enrollments from all states 
was accounted for by doctors in general practice 
(fig. 1). 

It has been reported that for the United States 
as a whole full-time specialists take larger amounts 
of postgraduate work than do their colleagues in 
general practice—8.1 days per year for full-time 
specialists, as contrasted to 5.6 days per year for 
general practitioners and 7.8 days for part-time 
specialists.” This condition is significantly altered in 
Kansas (table 3). Among the physicians respond- 
ing to the questionnaire, the percentage of general 
practitioners reporting “inadequate” amounts of 
postgraduate work was less than the equivalent 
percentages of the specialists. 


TaBLeE 3.—Relationship Between Type of Practice and 
Amount of Postgraduate Work Taken in Past Three Years 


Postgraduate Work in 
Past 3 Yr., % 


No. of —— 


Replies Hr. 50-150 Hr. S150 Hr 


Practice 
Certified full-time specialty....... 167 31.7 43.1 25.2 
Uneertified full-time specialty... 81 27.2 45.6 27.2 
Part-time specialty............... 125 16.0 4 33.6 
Geographical Factors 


Considerable point has been made of the neces- 
sity for making postgraduate work available to phy- 
sicians in remote areas of the nation, and it is un- 
doubtedly true that men practicing in extremely 
isolated districts encounter more difficulty in ob- 
taining adequate postgraduate experience than 
those to whom postgraduate activities are more 
easily accessible. It was surprising, therefore, to 
find that the distances involved in the state of Kan- 
sas did not have an adverse effect upon the number 
of hours of formal postgraduate work taken. As 
shown in figure 2, physicians who are under the 
necessity of traveling over 250 miles for all but cir- 
cuit courses had a smaller percentage of represent- 
atives reporting an “inadequate” amount of post- 
graduate work than any other group. Furthermore, 
they had a larger percentage of representatives 
who reported an excess of 150 hours. One might 
conclude from this information that there is almost 
an inverse relationship between the necessary travel 
distance and the amount of postgraduate work 
taken. 
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Size of Community 


An interesting and possibly related factor that 
influences the amount of postgraduate work which 
the physician seeks is the size of the community in 
which he practices. It was found that, generally 


Under SO Hrs, 


50-149 bre 
Over 150 Hrs. 
Ye % %e % 


MILES Under 10 10-246 25-49 50-99 100-249 Over 250 
Wo of Replies 46 30 66 143 230 107 


Fig. 2.—Relationship between necessary travel distance and 
amount of postgraduate work reported. 


speaking, a smaller percentage of physicians from 
communities of 20,000 or less reported “inadequate” 
postgraduate work than did physicians from larger 
communities (fig. 3). One factor may be that of 
medical isolation; physicians from larger commu- 
nities may receive more of their postgraduate edu- 
cation by personal contacts with colleagues and 
consultants, whereas physicians from smaller com- 


Under 50 Hre. 


149 Hre. 


Over 150 Hre. 


Population Under 2500 2600-$000 §-10,000 20,000 21-100,000 Over 100,000 


No of Replies 6s 56 127 99 


Fig. 3.—Relationship between community size and amount 
of postgraduate work taken in the past three years. 


munities depend more on postgraduate courses for 
their education and for their professional contact 
with other doctors. 

Physicians from the smaller and more isolated 
communities are forced to assume responsibility for 
the widest possible range of medical care and must 
rely on their own resources to a greater extent than 
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physicians in larger communities. It seems reason- 
able to assume, therefore, that they may be moti- 
vated to increase their postgraduate work because 
of the challenges arising in their practices, whereas 
physicians in urban communities with easily avail- 
able consultations for difficult problems are less 
strongly motivated in this regard. 


Under 50 Hrs. 
50-149 Hrs. 


Over 150 Hrs. 


Only ? Over 
internship 1 Yr. Res. 2 Ye Res. 3 Yr. Res. 3 Yr. Res. 
No. of Replies 32 127 82 86 47 


Fig. 4.—Relationship between duration of residency training 
and amount of postgraduate work reported. 


Residency Training and Postgraduate Work 


With respect to physicians throughout the coun- 
try, it has been shown that there is a direct correla- 
tion between the length of residency and amount of 
postgraduate work taken,® but it was found that 
this correlation is not valid for Kansas. No signifi- 
cant difference in postgraduate activity was shown 
between the group which had only an internship 
and the group which reported a residency of more 
than three years’ duration (fig. 4). Physicians with 
one year of residency training show a record of 
more postgraduate study than those who have had 
two years or more of training. The data otherwise 
show no significant relationship between number 
of years of hospital training a physician has had 
and the amount of postgraduate work he takes. 


Financing Postgraduate Courses 


Fees are only a small part of the expense incurred 
by physicians in attendance at postgraduate courses. 
Respondents were asked to estimate the cost per 
day (exclusive of fees) in taking postgraduate work, 
but they were not queried as to whether loss of in- 
come occasioned from absence from practice should 
be considered. This fact must be kept in mind while 
examining the following data. Approximately 5% of 
the responding physicians estimated their expendi- 
ture at postgraduate courses to exceed $100 per 
day. This figure indicates that loss of income was 
included in the estimate. However, a realistic pic- 
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ture of postgraduate expense may be drawn from 
the fact that over 65% of the respondents estimated 
their daily expenditure at less than $50, with 45% 
reporting costs of less than $25 per day. It seems 
probable that such estimates do not include loss of 
income in addition to subsistence and travel ex- 
pense, and we may assume that these figures repre- 
sent actual out-of-pocket expenditure involved in 
daily postgraduate participation. In any case, it is 
obvious that the fees paid are by no means the 
major part of the outlay which physicians make in 
order to avail themselves of postgraduate courses. 

Conservative estimates show that fees cover only 
about one-half of the total expense incurred in put- 
ting on a first-class postgraduate program; the re- 
mainder is paid out of current operating expenses 
of medical schools and by various volunteer health 
agencies and grants. 

In regard to the question of responsibility for the 
cost of postgraduate education, the physicians were 
overwhelmingly of the opinion that income from 
fees should support courses or that they should ac- 
cept full financial responsibility for their own post- 
graduate training (86.6% so reported ). Yet, in con- 
sidering the data concerning opinion on current 
fees, a contradiction becomes apparent. Less than 
5% of the respondents indicated that present fees 
were too low; about 70% replied that current fee 
schedules were all right, and nearly 7% were of the 
opinion that they were too high. Significantly, un- 
der 20% of those responding had no opinion on the 
subject. There is no great difference of opinion 
about postgraduate fees among physicians in rural 
areas as compared to their cosmopolitan colleagues 
(table 4). 

It becomes apparent that either the facts regard- 
ing this matter are not known or they have been 
misrepresented. There can be no question that the 


TABLE 4.—Opinions on Present Postgraduate Fees 
Relative to Community Size 


Opinion, % 


No.of Too Too About No 
Community Population Replies High Low Right Opinion 

133 7.85 7.85 68.0 16.3 
91 7.70 1.1 70.3 20.9 
2.40 4.8 76.2 16.6 
163 6.10 3.1 77.3 13.5 
125 8.80 4.0 63.2 24.0 
182 6.70 4.9 69.2 19.2 
52 9.60 7.7 53.8 23.9 
6.95 4.7 69.55 188 


majority of physicians feel that they wish to accept 
full financial responsibility for their postgraduate 
work, but when one considers the fact that over 
two-thirds of the doctors are of the opinion that 
current fees are about right, one can only conclude 
that, in general, they are not aware of the expense 
involved in presenting first-rate postgraduate 


courses. 
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While it might be reasonable to assume that phy- 
sicians would willingly accept some financial sup- 
port from volunteer health agencies, it is unlikely 
that the majority of medical men, knowing all the 
facts, would wish the medical schools to continue 
to subsidize postgraduate work at the expense of 
other projects. Whatever the answer, there is a 


%o %o %o %o %o 


Less Than 100- Over All Over 
50 Hrs. 50-99Hrs. 149 Hrs. 50 Hrs 50 Hrs. 
(Summary) 


Fig. 5.—Amount of postgraduate work reported in the past 
three years and place taken (KUMC refers to University of 
Kansas Medical Center ). 


clear-cut necessity for clarification of financial re- 
sponsibility in the field of postgraduate medical 
education. 


A Look to the Future 


Any medical school engaged in postgraduate ed- 
ucation must eventually concern itself with the 
question of educational responsibility toward the 
physicians within the region which it serves. Cer- 
tainly the University of Kansas has come to be re- 
garded as fulfilling its obligations and responsibili- 
ties in this respect. Whether this is true or not, 


TABLE 5.—Age of Physician in Relation to Community Size 


6.000 11.000.) 21.000. 


No. of Replies Group <<2,500 5,000 10,000 20,000) 100,000) 
163 < 27.6 13.5 11.6 12.9 12.9 21.5 
16.8 10.4 10.7 19.1 18.1 24.9 
11 45-54, 13.0 8.5 26.1 14.7 3.7 
% 19.25 13.0 11.2 19.9 17.4 19.2 
M44 ethene Total, % 20.41 11.48 10.50 19.42 15.75 22.34 


objective information reveals the possibility for 
betterment. Figure 5 demonstrates that one-fifth of 
those physicians reporting adequate postgraduate 
hours indicated that none of their work had been 
done at the University of Kansas. 

It is evident that, despite the generally high en- 
rollment records for Kansas, there is a significant 
portion of the physicians in the state that are not 
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being reached. It will be our challenge in the fu- 
ture to determine the reason for this situation and 
to direct our efforts to improving it. 

Many questions arise in connection with the for- 
mulation of policy and long-range planning in an 
organization concerned with postgraduate educa- 
tion for physicians. Some of these questions seem to 
bear no relationship whatever to education, and, 
because the educators have no ready answers, opin- 
ion often serves for fact. It is desirable, for ex- 
ample, to know where physicians in the various age 
groups practice. Table 5 shows that, at present, 


TABLE 6.—Age Distribution of Physicians Within 
Population Groups 


No. of 


Population Replies <35, % 35-55, % >55, % 
< 2,000 ee 7.1 4.2 18.7 
2 500-5 0000 3.4 
6000-10000: 71.6 7.4 


21 ,000-100 000 13 15.4 20.6 


> 100,000 


18.1 


there is a tendency for younger physicians to con- 
centrate in the smallest communities, and we find 
over 27% of them in these localities, as compared to 
only approximately 20% of all physicians. Again, in 
table 6, we see the age distribution of physicians 
within each population group; it is evident that the 
smaller communities are served to a considerable 
extent by younger men. There is no doubt that 
some of these men have temporarily established 
themselves in practice in the smaller communities 
in an effort to recoup their finances. It is not un- 
reasonable to conclude, however, that a fair per- 
centage of them have become interested in rural 
practice as a result of the Kansas Rural Health Pro- 
gram and the University of Kansas Preceptorship 
Program, both of which stress practice in rural 
areas. 

Still another aspect of this general problem is 


illustrated in table 7, which reveals a trend toward 


TaBLe 7.—Year of Graduation as Related to 
Size of Community 


¢ in Community Size 


No.0 2 6,000. 11,000. 27000 
(iraduation, Yr. Replies <2,500 5,000 10,000 20.000 100,000 > 100,000 
Since 1950 43.3 1.7 12.2 6 11.1 
145-149... 101 9.9 10.9 12.9 15.8 28.7 
1940-1944 172 11.1 15 12.2 0.0 15.1 30.2 
1934-1989 16.7 10.3 21.8 21.8 
1930-1434 114 11.4 7.9 25.5 1.9 21.9 
1924-1929 18.8 7.1 12.9 27.1 94 4.7 
190-1924 45 22.2 13.3 44 15.6 17.8 26.7 
Before 1920 73 23.3 151 11.0 17.8 20.6 12.3 


practice in larger communities prior to 1945 and a 
definite if not dramatic reversal of this trend since 
then. 

There is an unquestioned tendency for men who 
have had considerable hospital (residency) train- 
ing to establish practice in larger communities, and 


KUMC 440 381Z Z34.6Z YAY 32.22 | 
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it is no surprise to learn, as shown in table 8, that 
the smaller communities have almost no representa- 
tives from this group. General practitioners are in 
the majority only in towns of less than 10,000 pop- 
ulation, and they constitute the vast majority of 


TaBLeE 8.—Years of Residency Training of Physicians Practic- 
ing in Communities of Various Sizes 


% Having Various Amounts of 


Training 

Community No. of —— — 

Population Replies None 3 Yr. 
166 95.8 2.4 1.8 0 
755 16.0 2.1 64 
167 44.3 22.2 12.0 21.5 
21,000-100,000 136 32.35 18.4 16.9 32.35 
198 26.4 22.3 34.2 


physicians in towns of less than 5,000. In spite of 
this, a few full-time specialists, including certified 
specialists, have established themselves even in the 
smallest communities. It is worthy of note that par- 
tial specialists are fairly numerous in towns with 
5,000 to 20,000 population. 

The past 30 years have witnessed rapid advances 
in medical science with a corresponding increase in 
the amount of graduate training that physicians 
have taken and an increased tendency toward spe- 
cialization. From 1920 until 1944 there was a defi- 
nite and continued rise in the number of men who 
had three years of graduate training (table 9) and 
in the number of men assuming full specialty prac- 
tice (table 10). 

With the American Academy of General Practice 
assuming an increased interest in graduate training 
for general practitioners, one may confidently pre- 
dict that, while the trend away from general prac- 
tice may have been halted, there will continue to 
be a trend toward more graduate training for all 
physicians. The data concerning medical graduates 


TasLe 9.—Relationship Between Year of Graduation and 
Amount of Residency 


% Having Residency Training 


No. of ine 

Graduation, Yr. Replies None 2 Yr. 3 Yr. 
Since 1950 93 84.9 11.8 2.2 11 
1945-1949 107 43.0 15.9 13.1 238.0 
1940-1944 178 25.3 19.7 15.2 39.8 
1935-1939 166 361 25.9 13.3 24.7 
1930-1934 115 37.4 25.2 17.4 20.0 
1925-1929 87 43.7 17.2 16.1 23.0 
1920-1924 52 65.4 15.4 9.6 9.6 
Before 1920 93 80.6 9.7 3.2 65 


of the year 1950 (tables 9 and 10) are decidedly 
misleading, since so few of these graduates had yet 
had the opportunity to establish themselves as a 
result of their military obligations and graduate 
training. 

The general impression of a state such as Kansas 
is that a large number of physicians are forced to 
practice a fairly primitive type of medicine. If this 
assumption were accepted it would have consider- 


J.A.M.A., March 29, 1958 


able influence on the type of postgraduate work 
offered for these doctors. The facts controvert this 
implication, however, for over 95% of 902 respond- 
ents are members of at least one hospital staff 
(3.1% are not, and 1.1% gave no answer), and over 
90% of them have an approved hospital available 
in their immediate community (5.5% do not, and 
2.2% gave no answer ). This is not a surprising fact 


TABLE 10.—Relationship Between Year of Graduation and 
Type of Practice 


% in Each Type of Practive 
No. of Uneertified Certified Partial 
(Giraduation, Yr. Replies Specialty Specialty Specialty General 


Since 1950 ......... 103 2.9 0 7.8 88.3 
1945-1949 .......... 107 17.8 18.7 7.5 0 
1940-1944 178 0.1 41.0 17.4 31.5 
13.3 28.3 20.5 87.9 
115 lis 32.2 22.6 
52 13.5 19.2 30.8 36.5 
Before 1920 ....... 91 22.0 13.2 30.8 34.0 


when one considers that only 10 counties in the 
state lack a class A hospital.” The available hos- 
pitals vary considerably in size (table 11). 

The potential audience for each type of post- 
graduate course will inevitably have a bearing on 
the type of programs which are planned. Table 12 
presents the breakdown according to the type of 
practice reported by our respondents. It will be 
noted in this table that partial specialists are 
grouped with the other specialists on the assump- 
tion that their postgraduate requirements will be 
similar. In other classifications they have been 
grouped with the general practitioners, since they 
must, as a group, be functioning largely as family 
physicians in spite of their special interests. It is 
interesting to note the distribution of physicians in 
some of the major fields. Eighty-nine doctors re- 
ported that they were specializing to some extent in 
internal medicine, and 42 of these men were 
certified internists. The proportion of certified 
specialists in obstetrics and gynecology is some- 
what smaller, while the partial specialists seem to 


TABLE 11.—Hospital Beds Available in Immediate Community 


Replies 
Beds, No. No. % 

15 17.2 


have greater importance in this field. This may 
possibly indicate that many of the physicians in 
general practice have developed a particular in- 
terest and facility in obstetrics, and have therefore 
made it an increasing part of their practice, while 
their colleagues have taken care of some of the 
other types of practice for them. Ophthalmology, 
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orthopedic surgery, and psychiatry are predomi- 
nantly fields for specialists and, to a large extent, 
for certified specialists. The same is true of 
otolaryngology, but to a somewhat lesser extent. 
On the other hand, only about 25% of the men 


TABLE 12.—Number of Physicians in Each Specialty 


Par 

Un tial 

Certi- cer Spe 

Specialty fled tified cialist Total 

Anesthesia 9 l 10 
Cardiovascular disease 3 
Contagious disease 0 0 0 
Internal medicine 42 21 
Malignant disease 0 0 
Neurosurgery 0 0 4 

Neurology 

Obstetrices-Gynecology 12 17 
Occupational medicine 0 0 l 1 
Orthopedies lt 1 18 
Otolaryngology is l4 4 

Pathology 
Pediatrics 15 6 7 
Physical medicine l 0 0 1 

Plastic surgery ? 0 0 
Preventive medicine 4 ( 0 tl 
Proctology 0 0 ] 
Psychiatry 13 4 0 17 

Pulmonary disease .... 1 
Radiology 1 3 
Surgery 37 1 92 144 

Thoracic surgery 0 0 
Urology ) 2 12 
Total specialists 237 1s 168 513 
General practice 389 
Grand total ‘ ‘ oP 


reporting surgery as their major field of interest 
are certified, whereas over 60% report themselves 
as partial specialists. This may mean that twe- 
thirds of the physicians in the state with whoin 
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REATMENT OF HERPES ZOSTER.—It is accepted generally that herpes 


surgery is a major part of their practice are actually 
family physicians with a special interest (and per- 
haps special training) in surgery. 

These figures are of interest when compared with 
the national average,“ which shows 98% of the 
radiologists, 92% of the ophthalmologists, 73% of 
the orthopedists, 72% of the pediatricians, 65% 
of the otolaryngologists, 64% of the neurologists 
and psychiatrists, 63% of the urologists, 58% of the 
obstetricians and gynecologists, 51% of the in- 
ternists, and 48% of the surgeons to be board 
certified. 

Conclusions 


The data presented here are not necessarily 
applicable to other regions. There is, nevertheless, 
a definite need for the administrators of any pro- 
gram of postgraduate medical education to have 
as much information as possible about the require- 
ments of their potential students in order to de- 
termine what types of courses will have the most 
appeal and attract more physicians to continue 
their medical education throughout their lifetime 
of practice. 
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zoster is a self-limited condition. The cutaneous manifestations clear spontane 

ously, even though scarring may remain. Also, the subjective symptoms subside 
without treatment in most cases. This allows for easy acceptance of new methods 
of therapy by enthusiasts and explains the plethora of recommended approaches. 
The therapeutic nihilist tends to adopt the opposite attitude and directs his treat 
ment toward relief of symptoms by analgesics and antipruritics and lets Mother Na- 
ture take her course. Perhaps the wisest program lies somewhere between these 
two... . We found it difficult to establish a standard to measure therapeutic results 
in herpes zoster, Most patients do not remain under observation until the last vestige 


of cutaneous alteration or pain has disappeared. The ability to tolerate or ignore pain 


varies so much with individuals that this alone cannot be used as a criterion. It was 
decided that the greatest objectivity would be achieved by employing the time that 
the patient was so concerned that he remained under treatment as the end-point. . . . 


Altogether 251 patients with herpes zoster were treated by a variety of methods. . . . 
By our criteria it would appear that the type of treatment employed failed to shorten 
the course of the disease. Treatment and follow-up of herpes zoster cases is, never- 
theless, desirable.—Ervin Epstein, M.D., and H. V. Allington, M.D., The Treatment 


of Herpes Zoster, A. M. A, Archives of Dermatology, October, 1957. 
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THE OLD-FASHIONED TRANQUILIZER 
GUEST EDITORIAL 
Franklin G. Ebaugh, M.D. 


very age and stage of the history of man 
E has its trends and its fads and its out- 

standing, classic achievements. These are 
part of what makes up the spirit of an 
era and are later remembered with nostalgia—or 
something less—as “old times.” The people of the 
time have characteristic ways of responding to 
this spirit, which dictates their outer environment 
and much of their inner milieu as well. It is 
foolishness to say that people are always the 
same; of course they are not. However, people 
always have the same basic problems to solve in 
order to function in their environment with some 
degree of satisfaction and productivity. They must 
find a way of fitting their inner needs to the re- 
quirements of their society—of releasing tensions 
without losing too much satisfaction and, converse- 
ly, of satisfying their needs without storing up 
too much tension. 

Characteristic and popular ways of doing this 
vary somewhat with the times. With the horse and 
buggy belong walks in the moonlight, square- 
dancing socials, wandering preachers, and sassafras 
tea in the spring. The Stanley Steamer brought a 
change in tempo—prohibition honkytonks, Dixie- 
land jazz, and “kick-pills” stronger than sassafras 
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tea. The last 10 years have outlined clearly where 
the faster and faster pace of man and his imagina- 
tion have been leading—into outer space and to the 
heritage of atomic power to be used or abused 
according to the speed, again, with which man can 
plan, work, and grow up. By this time it is news to 
no one that sassafras tea does not quite do the job 
any more and that, if we take even a superficial 
look at the world we are supposed to adjust to, our 
built-in “kick-pills” “rev” us up as fast as the human 
engine can rotate. 

Our modern tempo problem is one of calming 
down to a cruising speed rather than building up to 
one, and too many of us have forgotten how to 
shift into “low.” As usual, pharmacy and chemistry 
have tried to meet the challenge; we have not 
really progressed so far from the old traveling 
medicine man who brewed his potions to meet 
physiological and psychological emergency. We 
have, however, lost much of the effectiveness of 
this fairly honorable gentlemen, because our po- 
tions do not demand that we supplement them with 
reassuring faith about our ability to get well and 
cope with life, and with reintegration of emotional 
strengths that will actually enable us to do so. 

The now famous tranquilizer is one of modern 
medicine's attempts to answer the physiological 
tempo problem of modern man. Its uses are many 
and invaluable in aiding people to adjust to stresses, 
challenges, and major and minor traumas. Like 
most medicines, activities, attitudes, and emotions 
—like everything in life—it demands moderation to 
retain its positive values. Its values are those of 
first aid and of supplementary pain relief; like a 
10-minute nap after a night without sleep, the 
tranquilizer is what we take until we have time to 
remedy the real cause of our uncomfortable con- 
dition. 

How, then, do we back up the tranquilizer? How 
do we use the time it gives us by producing a 
superficially calming effect and enabling us to con- 
tinue to function in spite of unbearable inner or 
outer tensions? We develop a real tranquility when 
it comes from emotional balance within—the old- 
fashioned kind that people had to have in order to 
get by because they did not have a pill. A tran- 
quilizing pill gives the illusion of calm—physical 
calm without emotional calm. It is like any analgesic 
pain reliever that reduces the sensation of pain but 
does nothing about either the pain or the cause of 
the pain. Sometimes, however, it gives us a respite 
from the immediate battle, perspective on our 
problems, time to think, time to realign our de- 
fenses against stress, and time to find new ways of 
gaining satisfaction and contentment. 
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While adults have some measure of control over 


the kind of environment in which they live, none 
of us can live in a vacuum. We can change resi- 
dence, jobs, and personal associations; we can sup- 
press worries, avoid experiences that frighten us, 
retreat from a dull reality into fantasy once in a 
while, take a vacation, or buy a television set. Part 
of the time we can avoid tensions. However, each 
of us must still work at something, not only be- 
cause no society can survive unless each member 
contributes, but also because, as members of the 
society, each of us has a built-in need to achieve 
something in order to retain our own self-esteem. 
Each of us must live somewhere and must make 
contact with certain other people in order to satisfy 
our basic needs for food, protection from the 
weather, and a multitude of other acquired needs 
of civilization. In addition, having progressed be- 
yond the very primitive, each of us must have a 
role, a place to belong and fit into the scheme of 
the society of people. We must earn, by our be- 
havior, some approval and acceptance from others, 
and, most of all, we must have respect for our- 
selves. These things, then, require that we cope, 
actively and almost constantly, with an outer en- 
vironment and that we learn how to do this without 
disintegrating inner anxiety. 

There are ways of doing this; in fact, the ways 
are as infinite as the number of individuals who 
achieve a reasonably normal, healthy adjustment. 
There are people who are normal and do not 
realize it; there are people capable of finesse of 
adjustment who do not achieve it, simply because 
they fail to use and increase their potentials for 
growth, courage, and endurance. Contrary to some 
popular ideas, “normality,” in my opinion, cannot 
be regarded as a state of nirvana in which one ex- 
periences no tension, no dissatisfaction, and there- 
fore no drive to respond. These moments come 
rarely and briefly in a lifetime if at all. To live is 
to be under tension; to be dissatisfied; to be anxious, 
sometimes unbearably so; to be angry, sometimes 
potently and sometimes impotently; to be everlast- 
ingly hungry, to some degree, for things that may 
be consciously well defined or very vague; to be- 
come depressed and discouraged; to become phys- 
ically or psychosomatically ill; to worry obsessively; 
and to become hysterically emotional. The range 
of normal functioning is wide and flexible. All of 
these reactions and many more can fall within it, 
provided they do not occur in intensity, frequency, 
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duration, or quality that disorganizes ability to 
function with satisfaction in the environment. One 
“bad day” is different from a week of bad days, 
and both are exceedingly different in meaning 
from three consecutive months of them. 

Perhaps the first step in resolving a problem, 
reducing a symptom, or living with a stress situa- 
tion when we come across it is to take a long look 
at what is happening to us and make an honest 
effort to work it out ourselves, without the aid of 
a pill, a doctor, or an excuse. Help is often vital 
and necessary, but we cannot make judgments 
about this until we have investigated our own re- 
sources; we must know our resources and learn 
how to use them before we can use pharmaceutical 
or psychiatric help with our problems. The indi- 
vidual who cannot integrate and use his own 
strengths, or who is not motivated to do so, is 
difficult to help psychiatrically. Most important, 
he robs himself of the extremely maturing and 
satisfying experience of winning a battle by him- 
self—a battle that will make the next one easier. 

After a long look has been taken at the problem, 
the next step is fairly well outlined. Knowing the 
dimensions of his problem, an individual can con- 
sider the ways of handling it—changes in his own 
attitudes or behavior and the possible necessity for 
treatment or a pill. It is then time for a long look 
at himself, with or without help. The individual 
who gets this far is fortunate. Much has been writ- 
ten about self-knowledge and self-acceptance. Most 
often, those who fail to achieve this in some degree 
are those whose vision is obscured by impotent 
anger at the very state of being alive. They are 
resentful, complaining, negative, or simply “beaten.” 
Self-acceptance is first based on acceptance of 
living as it really is, with its tensions and anxieties; 
it is based on giving up the illusion of nirvana and 
learning, by active giving of oneself, active partici- 
pation, and active effort, the satisfactions of being 
under tension. 

With an acceptance of living as it is can come a 
perspective of one’s role and ways of responding 
both to positive and to negative experiences. There 
will always be many points of strength, areas in 
which one makes a positive, effective adjustment, 
“fits in,” and thus gives and achieves satisfaction. 
Negative factors wil] also come to light—ways of 
responding which do not “make sense” in dealing 
most effectively with a situation but which, most 
likely, are based on highly individual and distorted 
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emotional and intellectual reactions. Once these 
factors are identified and the context of them un- 
derstood, they can usually be modified so that the 
ways in which an individual makes life difficult 
for himself are reduced. 

Therapy, then, is frequently self-therapy which 
takes place automatically and is based on estab- 
lished modes of reacting. It is what the normal 
person uses in dealing with every new experience. 
There ensues a systematic broadening and deepen- 
ing in his response and participation with others, 
as well as in his own wisdom and emotional aware- 
ness. It is involved in each person’s every tiny 
adjustment to outer stimulation or to his own 
thoughts and feelings. The ways in which he re- 
sponds and resolves these demands for response 
constitute his own personality patterns. 

With a reasonable degree of acceptance of his 
environment, acceptance and understanding of 
himself, and motivation both to give and to receive 
richer experience, an individual consistently grows 
and can meet tensions without a pill or a major, 
enduring symptom. He makes flexible use of op- 
portunities to deal with problems in many ways; 
he faces them, endures them, thinks about them, 
grows up, gets advice, blows off steam, or draws 
into himself for awhile. The important point is that 
he tries to make an appropriate choice of reaction, 
one which will achieve the greatest degree of ad- 
justment in terms of himself and of the demands 
of reality, in the shortest period of time. If he must 
blow off steam—and this is acceptable and some- 
times necessary—he usually chooses the right per- 
son, the right time, and the right intensity. His 
explosion is realistic in terms of the provocation 
and effective in resolving the situation that caused 
it. It does not relate to something else, some time 
in the past, with an intensity built up over years of 
not being able to assert himself when he should 
have. 

Furthermore, he can accept ambivalence, by 
which I mean the essential undependability and 
paint-pot mixtures of his emotional reactions. Re- 
lationships with others, and even with a single 
person, will vary in warmth and intensity, so that 
there will be moments of deep empathy and mo- 
ments of angry withdrawal. Often there will be 
mixtures of the two; each relationship will be dif- 
ferent and will vary from day to day. Yet essential 
securities can be maintained in these relationships, 
provided an individual is secure and _ tolerant 


enough of himself and others to avoid excessive 
vulnerability to every breeze. Only the prevailing 
winds are important. 

Where then is real tranquility? He who achieves 
it must be a person who is not synthetically re- 
lieved of all the pressures of everyday living and 
who very much feels the minor and normal ten- 
sions, anxieties, depressions, and dissatisfactions. 
He will expect, accept, and perhaps even enjoy the 
jolts and insecurities in this business of living. He 
will gamble, and probably win, because he will not 
expect to be rewarded by the calmness of inhabit- 
ing a vacuum. He will know when he feels angry, 
tired, happy, or blue, and it will not take him long 
to find out why. Sometimes he will show his feel- 
ings, partly, with control and appropriateness. He 
will want to solve his problems rather than avoid 
them, and he will actively seek those things he 
needs, rather than numbing away his dissatisfac- 
tions with a capsule or a tranquilizing pill. The 
supply of tranquilizers will be not in the bottle but 
inside himself. 

There is no question but that outer stress, intense 
and constant as it is today, reduces the flexibility 
and security with which any of us can adjust. When 
a combination of stress and emotional immaturity 
result in inability to gain perspective on oneself, 
to accept life problems, to express emotions real- 
istically and with control, to avoid rigidity of re- 
sponse, to accept ambivalent interpersonal rela- 
tionships, or to “live with” anxiety and other symp- 
toms, then realigning psychotherapy, with profes- 
sional help, and perhaps a tranquilizing pill also, 
are indicated. This realignment of strengths merely 
consists of putting the right reaction, attitude, be- 
havior, or feeling in the right place and in proper 
perspective to achieve the maximum effectiveness 
in adjustment. It is the old-fashioned kind of treat- 
ment that most of us can give ourselves; it is the 
old-fashioned tranquilizer, and the effect is en- 
during. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


“Patients are human.” To tell physicians this al- 
most seems absurd, for we have spent our entire 
lives studying human beings, dealing with them, 
and helping them fight disease and death. Yet, 
how often do we forget that patients really are 
human? 

“Patients are people who should be treated as 
whole human beings, not as parts of a mechanism.” 
Again, we have read or heard this advice scores of 
times, yet how often do we refer to a patient as a 
“case,” a “cardiac,” or the “four-o’clock appoint- 
ment”? 

I believe, and undoubtedly most of you do too, 
that each patient must be considered as an extreme- 
ly important individual and that the humblest 
patient must be given as much personalized care as 
the mightiest. No patient is an “ordinary” human 
being; nor is he an “average” man or woman. True, 
he may look unimportant to the world, but we know 
that he feels—or wants to feel—as important as 
anyone else. So when he comes to see us, by his 
own free choice, he must be treated as someone 
special. He must receive our personal attention as 
well as our scientific skill for his medical dollar, or 
he is almost certain to be a dissatisfied patient. 

I further believe that we in medicine build 
confidence in our private practice system when 
we put real meaning into the doctor-patient re- 
lationship. 

While our first responsibility is to our patients, 
and not to ourselves or our system of medicine, we 
can promote better doctor-patient relationships and 
the private practice of medicine at the same time 
if we cultivate and strengthen the traditional warm, 
sympathetic, and understanding approach to pa- 
tients and their problems. In other words, how can 
we expect the public to be concerned for our 


struggle to keep medicine free if we first do not 
show respect, interest, and consideration for them 
as patients? 

Hundreds of speeches and articles on the value 
and importance of the doctor-patient relationship 
will not help our cause if medical care is not 
personalized to the fullest extent. Thus, it is our 
responsibility to practice this kind of care in every 
personal contact between us and the patient—in 
the office, home, and hospital. 

No physician, no matter what his specialty or 
how high his reputation, can exempt himself from 
the obligation of putting a large amount of medical 
art into his practice. Anyone who does fails his 
patients, his colleagues, and the future of the 
private practice of medicine. 

Maybe this all sounds like an “old sermon,” but 
I sincerely believe we can gain public support for 
our present medical system only by our individual 
actions in our daily practice. The written or spoken 
word can merely point out, or reemphasize, why 
our system is the best and how physicians are keep- 
ing it that way. However, words without the good 
actions of all physicians are meaningless for the 
public. 

I personally do not believe there is a physician 
who is completely without some art to his medicine. 
The rendering of personalized care is not something 
new for any of us. Nevertheless, we must not ap- 
proach personalized medical care in a hit-or-miss 
fashion. We must consciously make new and re- 
newed efforts to provide all patients with the kind 
of individualized attention they demand or need. 

It is my belief that in medicine our true glory is 
in our science and our true happiness is in our art! 


Davip B. ALLMAN, M.D. 
Atlantic City, N. J. 
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PROCEEDINGS OF THE PHILADELPHIA MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE CLINICAL MEETING IN PHILADELPHIA, DEC. 3-6, 1957 


The actions of the House of Delegates at the Philadelphia 
Meeting are abstracted below so that the readers may have 
this information in digest form. The official proceedings will 
be made available in a booklet which will be sent to all 
members of the House of Delegates and Officers of the 
American Medical Association.—Ep. 


The meeting of the House of Delegates in Philadelphia 
was called to order on Dec. 3, 1957, with an attendance of 
192 delegates out of a possible 198. 


Awards and Citations.—Dr. Cecil W. Clark of Cameron, La., 
was named the 1957 General Practitioner of the Year after 
his selection by a special committee of the Board of Trustees 
for outstanding community service. 

Dr. Dwight H. Murray, Napa, Calif., immediate past- 
President of the Association, received the Navy Meritorious 
Public Service Citation, presented by Rear Adm. B. W. 
Hogan, Surgeon General of the United States Navy. 


Remarks of the Speaker.—Dr. E. Vincent Askey, Speaker, in 
his address to the House, called attention to those who have 
voting privileges as well as those who have the privilege of 
the floor but who do not vote. He also mentioned the several 
rules in effect with respect to voting, introduction of old and 
new business and discussion of such business. 

The Reference Committees as appointed by the Speaker 
are as follows: 


Amendments to the Constitution and Bylaws 


Leopo.p H. Fraser, Chairman, California 
KENNETH C. Sawyer, Colorado 

D. North Carolina 
Georce S. Kiump, Pennsylvania 
D. STovALL, Wisconsin 


Board of Trustees and Secretary, Reports of 


G. SHELLEY, Chairman, Pennsylvania 
Dwicurt L. California 
James P. HamMmMonp, Vermont 
Harry L. ARNOLD Jr., Hawaii 
WENDELL Stover, Indiana 


Credentials 


A. A. Lampert, Chairman, South Dakota 
SPENCER KIRKLAND, Georgia 

Epwarp B. Tuony, Section on Anesthesiology 
STANLEY WELD, Connecticut 
WEsTOoN Jr., South Carolina 


Executive Session 
Vincent W. Arcuer, Chairman, Virginia 
L. Howarp Scuriver, Ohio 

Cuarves L. SHAFER, Pennsylvania 
Donavp Cass, California 
Dexter H. Wirte, Wisconsin 


Hygiene, Public Health, and Industrial Health 


RaymMonp T. Hoipen, Chairman, Washington, D. C. 
J. Arrwoon, California 
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Henry F. Howe, Massachusetts 
E. P. FLoop, New York 
F. BRENNAN, Pennsylvania 


Insurance and Medical Service 


F. Chairman, New Jersey 
Tuomas McCreary, Pennsylvania 

Mivrorp O. Rouse, Texas 

R. T. JoHNsTONE, Section on Preventive Medicine 
THURMAN B. Givan, New York 


Legislation and Public Relations 


Percy E. Hopkins, Chairman, Illinois 
Paut A. Davis, Ohio 

Dan C. Oc.e, United States Air Force 
E. F. HorrMan, California 

M. SHELBY JARED, Washington 


Medical Education and Hospitals 


Jay J. Crane, Chairman, Section on Urology 

A. Wricut, North Dakota 

Grover C. PENBERTHY, Section on Surgery, General 
and Abdominal 

S. Forster, Massachusetts 

Francis C. COLEMAN, lowa 


Medical Military Affairs 


Francis T. HoLtanp, Chairman, Florida 
H. THomas McGuire, Delaware 

H. KENNETH Scat rrr, Illinois 

Joun S. DeTar, Michigan 

Donovan F. Warp, Iowa 


Miscellaneous Business 


Wuus H. Huron, Chairman, Michigan 
Frank A. MacDona.p, California 

EvuGENE Penpercrass, Section on Radiology 
GeorcE F. Kansas 

Cart A. LinckE, Ohio 


Reports of Officers 


Durwarp G, Hatt, Chairman, Missouri 
CuHaRLEs C, SMELTZER, Tennessee 
Linwoop BALL, Virginia 

Jesse W. Reap, Washington 
ExMe_r P. WEIGEL, New Jersey 


Rules and Order of Business 


Joun N. Chairman, Connecticut 
Wa C. BorNEMEIER, Illinois 

Haro.p GARDNER, Pennsylvania 

JaMEs Q. Graves, Louisiana 
J. ARNOLD BarcEN, Minnesota 


Sections and Section Work 


Joseru B. CopeLanp, Chairman, Texas 
Cares L, LEEDHAM, Section on Military Medicine 
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Raven E. CamMpBELL, Section on Obstetrics and 
Gynecology 

D. Hoover, Oklahoma 

NorMan S. Moore, New York 


Tellers 


Epwarp E. H. Munro, Chairman, Colorado 
MALONE, New Mexico 

ALBERT T. SUpDMAN, Wyoming 

H. Frirz, Alaska 


Epwarp Rosenow, California 


Sergeants at Arms 


C. Paut Wurre, Master Sergeant, Ulinois 
F. SANCHEZ-CASTANO, Puerto Rico 
E. A. ALLEN, Georgia 


The recommendations of the various Reference Commit- 
tees as reported in this abstract were adopted by the House 
of Delegates unless otherwise indicated. 


The Reference Committee on Reports of Officers, to which 
the remarks of the Speaker were referred, congratulated Dr 
Askey on the model of efficiency and streamlining of the 
House of Delegates procedure, on the excellent advance 
planning with reference to the room arrangements, and on 
the new balloting arrangement at the June meeting. The 
committee urged the Speaker as a member, and the leader, 
of the House of Delegates to work constantly toward (a) 
maintaining equality of work in reference committee assign- 
ments even if special reference committees on the same 
subject would need to be appointed for specific considera- 
tions of the House; (b) making available the distribution of 
lengthy and studied reports prior to convening the House, 
thus alleviating the all too trying work of the reference 
committees; and (c) constantly seeking all possible liaison 
between the Board of Trustees and the A. M. A. officers and 
administration with the House of Delegates, while (d) re- 
emphasizing constantly that the House of Delegates is, in 
fact, the policy-making body of the Association 


Address of the President.—Dr. David B. Allman, President, 
delivered his address, which was referred to the Reference 
Committee on Reports of Officers. Dr. Allman called for 
“more freedom, not less, in America and in the medical 
profession.” He urged the delegates to embark on local 
action campaigns to enlist full community support in opposi- 
tion to the Forand bill, a pending Congressional proposal 
which would provide hospital and surgical benefits for per- 
sons who are receiving or are eligible for Social Security 
retirement and survivorship payments. 

- The Reference Committee on Reports of Officers agreed 
with the President that the basic freedoms of the American 
way of life are predicated on incentive and the free enter- 
prise system is at stake; that positive action concerning the 
Forand bill, H. R. 9467, is needed; that there must be uni- 
versal opposition against and that the time for action is 
now. It urged the profession to join forces with all possible 
agencies and spare no resources including monies and 
personnel in an immediate and all-out fight to stem the tide. 
(See also discussion under Supplementary Report N of 
Board of Trustees, below, page 1619. ) 


Woman’s Auxiliary.—The President of the Woman's Auxil- 
iary, Mrs. Paul C. Craig, addressed the House of Delegates, 
calling attention to the annual report of the Auxiliary (see 
THE JouRNAL, Oct. 26, 1957, pages 1048-1049) and stating 
that the Auxiliary has four projects for 1958: Today’s Health, 
the American Medical Education Foundation, legislation, 
and safety. 
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which the annual report was referred, expressed the grati- 
tude of the House for the work being done by the Woman’s 
Auxiliary and wholeheartedly approved the report. 


Report of Secretary.—Dr. George F. Lull, Secretary, pre- 
sented his report which was referred to the Reference 
Committee on Reports of Board of Trustees and Secretary 
(see THe JouRNAL, Oct. 26, 1957, pages 976-977). 

The Reference Committee called attention to the sub- 
stantial increase in membership over that of 1956 and 
commended Dr. Lull on his report, expressing warmest 
appreciation for his long years of invaluable service to the 
Association. The Committee also commended the value of 
the work done by Mr. Thomas A. Hendricks in the position 
of Field Director. 


Report of Board of Trustees.—The Speaker referred items in 
the report of the Board of Trustees as printed in the Hand- 
book of the House ot Delegates (see T HE JOURNAL, Oct. 26, 
pages 977-1024) as indicated below: 


Reference Committee on Reports of Board of Trustees and 
Secretary 
Matters Referred by House of Delegates 
Distinguished Service Award 
Annual and Clinical Meetings 
Publications of the A. M. A 
Library 
Law Department 
Committee on Medicolegal Problems 
Division of Councils of Therapy and Research 
Bureau of Medical Economic Research 
Directory-Biographical Department 
Machine Records Systems Department 


Reference Committee on Legislation and Public Relations 
Committee on Legislation 
Washington Office 
Department of Public Relations 


Reference Committee on Hygiene, Public Health, and Indus- 
trial Health 

Council on Mental Health 

Council on Industrial Health 

Bureau of Health Education 


Reference Committee on Insurance and Medical Service 
Council on Rural Health 


Reference Committee on Medical Military Affairs 
Council on National Defense 


Reference Committee on Sections and Section Work 
Council on Scientific Assembly Bureau of Exhibits 


Matters Referred by House of Delegates.—New publication. 
—The Reference Committee approved the request of the 
Board to defer action on resolution 1 (June, 1957) recom- 
mending the establishment of a new periodical publication 
designed to make known the activities and services of the 
A. M. A. to all people in the health field, pending evaluation 
of the effect of recent changes in the management and 
organization of Today’s Health. 


Annual Meeting Place.—No action was recommended on the 
selection of New York for the annual meeting of the Associa- 
tion in 1961 and San Francisco for 1962, inasmuch as it may 
not be possible to hold the 1960 annual meeting in Chicago 
as planned. 
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The Reference Committee on Miscellaneous Business, to 
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A. M. A. Publications.—The Reference Committee noted that 
THE JourNAL and the specialty journals have enjoyed an 
increase in subscriptions, that the change to printing by 
commercial firms is being successfully accomplished; and 
that Today’s Health has recently been placed under new 
editorial management with a substantial increase in adver- 
tising. The Woman’s Auxiliary was particularly commended 
for its valuable efforts in behalf of Today’s Health. 


Law Department.—The Law Department was commended 
on the diversity of its work and the excellence of its report; 
particularly deserving of approval was its continued liaison 
maintained with the American Bar Association, both nation- 
ally and locally. Attention was called to the valuable activi- 
ties of the Committee on Medicolegal Problems which are 
distinct from though closely correlated with those of the 


Law Department. 


Division of Councils of Therapy and Research.—The reports 
of the councils and committees under the Division were 
carefully reviewed by the Reference Committee and ap- 
proval was recommended. Attention was called to the pro- 
posed establishment under the Council on Medical Physics 
of a special committee on atomic medicine and ionizing 
radiations. 


Bureau of Medical Economic Research.—The Reference 
Committee noted that the valuable and informative studies 
of the Bureau will continue to be made available to the 
members of the Association in separate bulletins or in THE 
JOURNAL. 


Directory-Biographical Department.—Particular attention was 
called to the fact that the 20th edition of the Directory will 
be available in September, 1958; that machine methods of 
printing the Directory are being adopted as rapidly as 
possible, and that the Directory is self-supporting by reason 
of subscription fees to the semimonthly Directory Report 


Service. 


Committee on Legislation. —The Reference Committee was 
favorably impressed with the new state legislative key man 
organization of the Committee on Legislation and recom- 
mended that the members of the House of Delegates pro- 
mote the functioning of the plan within their own states and 
territories. The inclusion of the assistance of the Woman’s 
Auxiliary in the consideration of legislative problems was 
heartily endorsed. Emphasis was given to the urgent need 
for all representatives of American medicine to be properly 
informed on pertinent legislative matters and the need for 
better channels of communication between the Committee 
on Legislation, the various state and county medical societies, 
and individual physicians. 


Washington Office.—The Reference Committee noted that 
the Washington Office is functioning in a positive manner 
and believes that its activities are of considerable value to 
A. M. A. members. Statements presented to the committee 
indicated that the Washington Office staff is establishing 
valuable and constructive executive and legislative contacts, 
thereby fostering better and more cordial relations with 
national organizations in official Washington. 


Department of Public Relations.—The Reference Committee 
believes that wholehearted effort is being made to present 
the ideals and policies of the A. M. A. to the general public 
by means of all acceptable news mediums and that the 
Department is following an effective program in an effort 
to control stories, advertising, and misinformation which 
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might mislead the general public in matters of public and 
personal health. Attention was directed to the National 
Science Fair as a worthy project which merits continued 
support from state and county medical societies as a form 
of public information. Consideration was given to more 
effective methods of keeping the A. M. A. membership 
properly informed on all matters of interest to physicians, 
and the Reference Committee pointed out that the responsi- 
bility for properly indoctrinating new members belongs at 
the local rather than at the national level. 


Council on Mental Health.—The Reference Committee 
called specific attention to the activities of the Council with 
respect to medical use of hypnosis, the preparation of a 
manual, based on articles which have been published in Tut 
Journat, for the use of physicians treating alcoholism, 
sponsorship of the Annual Conference of Mental Health 
Representatives of state medical associations, and continued 
support of the Joint Commission on Mental IlIness and 
Health, Inc. 


Council on Industrial Health.—The Council was commended 
for its diligence in so effectively performing all of its func- 
tions, especially the development of a statement on the 
“Scope, Objectives, and Functions of Occupational Health 
Programs,” which was approved by the House of Delegates 
in June, 1957, and is to be distributed widely through ap- 
proved channels to interested agencies. 


Bureau of Health Education.—The Reference Committee 
complimented the personnel of the Bureau on the fine per- 
formance of their duties and drew the attention of the 
House to the activities of the director as a member of the 
President’s Conference on the Fitness of American Youth. It 
was emphasized that physicians should cooperate in their 
communities with well-trained physical educators and edu- 
cators as a whole who are as keenly aware of the danger of 
a run-away physical fitness campaign as are physicians. 
Close cooperation between the two groups should be fruitful 
in protecting the youth of the country against well-meant 
but excessive enthusiasms. 


Council on Rural Health.—The Council was congratulated on 
an informative report and a successful year, with the ex- 
pressed hope that all delegates would familiarize themselves 
with its various activities. 


Council on National Defense.—After consideration of the 
report with respect to the abolition of the military veterinary 
corps the Reference Committee recommended that the 
House of Delegates reiterate its position opposing the abol- 
ishment of the military veterinary corps and that a copy of 
the action be transmitted to the Secretary of Defense and 
to the chairman of the Senate and the House Armed Services 
Committee. The Committee further recommended (a) ap- 
proval of the research program and plan of study to estab- 
lish criteria for the provision of medical care of the surviving 
population in the event of an enemy attack on the nation; 
(b) continuation of civil defense conferences; and (c) ap- 
proval of the Council’s action with respect to the dual 
vulnerability of federal employees. The Committee is in 
accord with the Cordiner study committee report which 
deals with the development of a program to attract and 
retain the combat leadership and the scientific, professional, 
technical, and management skills required by the armed 
forces today and in the future, provided it does not impair 
the effectiveness of the present career incentive provisions 
now authorized under the Career Incentive Program. 
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Council on Scientific Exhibit.—The Council was compli- 
mented on its utilization of many new audiovisual techniques 
and special features at the annual and clinical meetings of 
the Association, the rapid growth in the acquisition and use 
of films and the increased emphasis on scientific activities as 
suggested in the Heller Report. The Committee encouraged 
the acquisition of foreign films. 


Bureau of Exhibits: Attention was called to the interest of 
the American public in medical and health exhibits and the 
sincere and successful efforts of the A. M. A. to meet the 
needs and increase the interest, as well as to the fact that 
health fairs constitute a very practical and successful way 
for physician and auxiliary members to make positive ap- 
proaches to health education in their own communities. 


Supplementary Reports of Board of Trustees 


Supplementary reports were presented to the House by 
title or by the Chairman, Dr. E. $. Hamilton: 


A. Dependent Medical Care.—The Task Force on Depend- 
ent Medical Care, appointed by the Board of Trustees in 
June, 1956, presented a report of progress, calling specific 
attention to its conferences with representatives of the Office 
for Dependent Medical Care and the activities of its special 
committee in maintaining continuing liaison with that Office 
and the medical profession. The Task Force urged all to 
read the articles and reports appearing in THE JOURNAL, 
especially the one in the Nov. 16, 1957, issue captioned 
lhe Dependents’ Medical Care Program (Public Law 569— 
84th Congress), on pages 1475-1483, which is in essence 
the report to Congress by the Office for Dependent Medical 
Care, giving operational data from the inception of the 
program to July 1, 1957. Arrangements were made for a 
conference to be held on Dec. 6, 1957, which will afford 
representatives of the state medical associations an oppor- 
tunity to discuss not only their problems and questions but 
their desires with respect to the program. 

The Reference Committee on Insurance and Medical 
Service recommended approval of the progress report and 
commended the Task Force for its efforts. It urged the Task 
Force to continue to keep state societies advised relative to 
the national program and to make every effort to appraise 
them with regard to new developments. 


B. Commission on Medical Care Plans.—The Commission 
made its fifth progress report on its detailed activities and 
hopes to have a preliminary draft of its final report ready for 
consideration by the Commission at its meeting the latter part 
of January, 1958. It is hoped that the final report will be 
ready one month prior to the Annual Meeting in San Fran- 
cisco so that it may be distributed to the delegates for 
review. 

The Reference Committee on Insurance and Medical 
Service approved the progress report and hoped that the 
material developed by the Commission would be made 
available to the Committee on Relations with Lay Sponsored 
Voluntary Health Plans of the Council on Medical Service 
so that the work of this committee might be expedited. 


C. Confidential Nature of Hospital Staff Minutes.—In ac- 
cordance with action of the House of Delegates in June, 
1957, on a resolution concerning the legal right of “directors 
of district hospitals” to examine the minutes of medical staff 
meetings and review the activities of medical staff commit- 
tees, the Law Department submitted the following opinion: 
“It has long been held that the board of governors of a 
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private hospital has the right to adopt rules and regulations 
relating to the qualifications and responsibilities of its staff 
members. 

“As far as governmental hospitals are concerned, it has 
been held generally that governing boards may not adopt 
arbitrary rules, but may adopt rules and regulations that are 
reasonable, that tend to promote efficiency in the conduct of 
the hospital’s affairs, and that are necessary to enable the 
hospital to fulfill better its obligations and duties to the 
public. . . involving 
the precise issue as to whether the medical staff of a public 
or private hospital may deny the board of governors access 
to its minutes. 

“However, in the opinion of-the Law Department, a reso- 
lution announcing a policy that the board of governors of a 
hospital should be denied access to the minutes of the medi- 
cal staff would be a restriction upon the board’s legal rights, 
duties, and obligations. 

“Since the governing board is responsible for the care 
rendered by the hospital, it would appear that it has the 
legal right to adopt a rule permitting access to medical staft 
minutes by the governing board and knowledge of the 
activities of medical staff committees.” 

The Reference Committee on Medical Education and Hos- 
pitals recommended that the last paragraph of the report be 
deleted and replaced by the following: “The responsibilities 
of the governing board of a hospital does not abrogate the 
moral and legal responsibility of a physician for the medical 
care which he renders to his patient in the hospital.” 


. . There is no reported court decision . . 


D. Neurological Disorders in Industry.—In the area of 
neurological disorders the Council on Industrial Health and 
the Board of Trustees feel that a committee to study neuro- 
logical disorders in industry, directed to developing valid 
and reliable information in keeping with the demands of the 
industrial physician, should be established as part of the 
Council on Industrial Health with membership from neurol- 
ogy and internal medicine. 

Inasmuch as the industrial aspects of neurological dis- 
orders are nowhere well correlated for study by the multi- 
plicity of existing agencies concerned with various nervous 
disorders, it seemed wise to the Reference Committee on 
Hygiene, Public Health, and Industrial Health to recom- 
mend a new committee to study neurological disorders in 
industry under the Council on Industrial Health. 


E. Guiding Principles for an Occupational Health Program 
in Hospital Employee Group.—A joint committee of the 
American Medical Association and the American Hospital 
Association developed a set of guilding principles for an 
occupational health program for hospital employees, which 
have been formally approved by the A. H. A. The joint 
committee believes that employees in hospitals are entitled 
to the same benefits in health maintenance and protection 
as are industrial employees and that it is essential that 
employee health programs in hospitals be established as 
separate functions with independent facilities and person- 
nel. The guides outline the desirability of an employee health 
service in a hospital, the considerations on which the success 
of such service depends, and the purpose, scope, personnel, 
and facilities required. (A copy of the guiding principles 
may be obtained by writing to the Council on Industrial 
Health, American Medical Association, 535 N. Dearborn St., 
Chicago 10). 

Approval of the guiding principles as submitted was 
recommended by the Reference Committee on Insurance 
and Medical Service. 
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F. Use of Fluoroscopes for Fitting of Shoes.—The report 
recommended that for several reasons the Association dis- 
continue the use of fluoroscopes for the fitting of shoes, 
particularly because technical studies have demonstrated 
that a high percentage of shoe-fitting fluoroscopes are fre- 
quently in poor repair and emit dangerous stray radiation, 
thereby exposing shoe sales personnel, customers, and by- 
standers to a hazard which they do not recognize or appreci- 
ate and which cannot be controlled effectively. 

The Reference Committee on Hygiene, Public Health, and 
Industrial Health expressed complete agreement with the 
report of the Board. 


G. Fluoridation.—A complete report on an exhaustive study 
of the subject of fluoridation of public water supplies was 
presented by a joint committee of the Council on Foods and 
Nutrition and the Council on Drugs, in accordance with the 
action of the House of Delegates at its meeting in Seattle, 
Nov. 27-30, 1956. The conclusions and recommendations of 
the joint committee were as follows: 

1. Fluoridation of public water supplies so as to provide 
the approximate equivalent of 1 ppm of fluorine in drinking 
water has been established as a method for reducing dental 
caries in children up to 10 years of age. In localities with 
warm climates, or where for other reasons the ingestion of 
water or other sources of considerable fluoride content is 
high, a lower concentration of fluoride is advisable. On the 
basis of ‘the available evidence, it appears that this method 
decreases the incidence of caries during childhood. The evi- 
dence from Colorado Springs indicates as well a reduction 
in the rate of dental caries up to at least 44 years of age. 

2. No evidence has been found since the 1951 statement 
by the Councils to prove that continuous ingestion of water 
containing the equivalent of approximately 1 ppm of fluorine 
for long periods by large segments of the population is 
harmful to the general health. Mottling of the tooth enamel 
(dental fluorosis) associated with this level of fluoridation is 
minimal. The importance of this mottling is outweighed by 
the caries-inhibiting effect of the fluoride. 

3. Fluoridation of public water supplies should be re- 
garded as a prophylactic measure for reducing tooth decay 
at the community level and is applicable where the water 
supply contains less than the equivalent of 1 ppm of fluorine. 

The Reference Committee on Hygiene, Public Health, and 
Industrial Health carefully reviewed the report and com- 
mended the two councils on their extensive study of the 
question and the excellent bibliography and tables appended 
to the report. The Committee was of the opinion that fluori- 
dation of public water supplies is a safe and practical method 
of reducing the incidence of dental caries during childhood; 
it agreed with the conclusions of the joint committee of the 
two councils and recommended approval of the report. (The 
complete report may be secured at a nominal charge by 
writing to the American Medical Association, 535 N. Dear- 
born St., Chicago 10.) 


H. American Medical Research Foundation.—An_ informa- 
tional report relative to the establishment of a separate 
organization to be known as the American Medical Research 
Foundation was submitted by the Board, together with the 
Bylaws of the Foundation which outline the purposes, com- 
position and details concerning its operation. In the opinion 
of the Board the Foundation has a great potential as an 
agency to initiate and encourage necessary medical research 
and to correlate and disseminate the results of studies al- 
ready under way. It can receive funds from individuals, 


industry, or other foundations to finance beneficial medical 
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research. The Board of Directors is composed of Drs. Leon- 
ard W. Larson, Hugh H. Hussey Jr., Raymond M. McKeown, 
Julian P. Price, and James Z. Appel. 

The Reference Committee on Reports of Board of Trustees 
and Secretary noted with interest and approval the estab- 
lishment of the American Medical Research Foundation and 
believes that it has great potentiality of future value. 


I. A. M. A.-A. H. A. Committee on Professional Liability.— 
Pursuant to the recommendation of the Board and House of 
Delegates a joint committee was established with the Ameri- 
can Hospital Association in an effort to devise an effective 
in-hospital medical professional liability prevention program. 
As a result of its first meeting, which was held in October, 
1957, the committee recommended that (a) a detailed study 
be made of the group professional liability insurance pro- 
gram for hospitals which has been in effect in California for 
the past three years; (b) a review and report be prepared 
outlining the history, present status, and trends concerning 
the legal liability of charitable and municipal hospitals in 
cases involving professional liability; (c) the fourth film in 
the medicolegal series cover the subject of in-hospital pro- 
fessional liability prevention, and (d) the A. M. A. and the 
A. H. A. recommend to their constituent associations that 
joint medical and hospital liaison committees be appointed 
at the state level with purposes similar to those of the na- 
tional professional liability committee. 

The Reference Committee on Insurance and Medical 
Service approved the report and urged the state associations 
to take action as recommended in part (d) of the report. 


J. Civil Service Employees.—In response to a question from 
the House of Delegates (June, 1957) as to whether Civil 
Service employees of government should, for occupational 
health purposes, be considered the sameas are employees of 
private industry, the Board, in cooperation with the Council 
on Medical Service, reported that it believed that the “Scope, 
Objectives, and Functions of Occupational Health Programs,” 
as approved by the House in June, 1957, should apply to all 
employee groups whether in private industry or in govern- 
ment. 

The Reference Committee on Insurance and Medical 
Service recommended approval of the report. 


K. National Medical Research Fund.—The Board of Trus- 
tees, following the June, 1957, meeting of the House of 
Delegates, referred resolution 20 on a National Medical 
Research Fund (introduced by the Ohio delegation) to the 
Committee on Relationships Between Medicine and Allied 
Health Agencies for study, inasmuch as the resolution pro- 
posed the establishment of a single national fund to finance 
medical research into all diseases, to be administered by 
physicians, such fund to be raised by contributions from 
united funds or similar charitable organizations throughout 
the United States. The Committee reported that a repre- 
sentative from the Ohio State Medical Association would. be 
called in to explain the problems in Ohio and for that 
reason recommended that no action be taken on the resolu- 
tion at this time. 

The Reference Committee on Reports of Board of Trustees 
and Secretary recommended approval of the report as sub- 


mitted. 


L. Suggested Guides to Relationships Between Medical So- 
cieties and Voluntary Health Agencies.—The Board sub- 
mitted guides developed by the Committee on Relationships 
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Between Medicine and Allied Health Agencies primarily for 
the guidance of local medical societies in their relationships 
with voluntary health agencies. The guides outline (a) the 
nature of voluntary health agencies; (b) voluntary agency 
evaluation; (c) mutual obligations between medical societies 
and voluntary health agencies; and (d) the role of physi- 
cians in relation to voluntary health agencies, which are 
summarized as follows: 

1. The voluntary health agency is now a recognized 
community function, and most agencies merit medical so- 
ciety support of their objectives though the medical society, 
in some instances, might press for changes in policy or 
procedures. 

2. Medical societies and voluntary health agencies have 
mutual obligations. Medical societies should participate and 
when desired give agencies advice and counsel on the medi- 
cal and civic aspects of community needs. Voluntary health 
agencies should establish liaison with the medical society 
and frame their programs to conform to sound medical 
practice. 

3. Physicians should support voluntary health agencies 
within their sphere of interest and recognize whether their 
role is as official representative of the medical society, in- 
terested physician, or private citizen. 

The Reference Committee on Miscellaneous Business rec- 
ommended that the proposed guides to relationships between 
medical societies and voluntary health agencies be enthusi- 
astically approved. 


M. A. M. A.-A. B. A. Liaison Committee.—In response to an 
invitation from the American Bar Association, the A. M. A. 
appointed three representatives to serve on a_ national 
medicolegal liaison committee. At the first meeting of the 
joint committee numerous projects were discussed, including 
professional liability, medical expert testimony, interprofes- 
sional codes of conduct, and national legislation. It was 
agreed that the first project should be the preparation of a 
national interprofessional code for the use and guidance of 
physicians and attorneys and also to assist state and county 
bar associations and medical societies interested in negotiat- 
ing written codes of this type. 

The Reference Committee on Miscellaneous Business 
wholeheartedly approved the report and encouraged further 
cooperation between the two professions. 


N. Forand Bill.—The Board of Trustees appointed a special 
Action Committee to develop and to supervise the specific 
actions to be undertaken by the A. M. A. with respect to the 
Forand bill, H. R. 9467, 85th Congress. The bill would 
amend the Social Security Act to provide for federal sub- 
sidization of hospitalization and surgical medical care for 
retired and survivorship beneficiaries under Title Il (OASDI) 
of the Act. The Board assured the House that every legiti- 
mate means would be taken to prevent the enactment of 
this undesirable legislation. 

The Reference Committee on Legislation and Public Re- 
lations approved the firm positive position taken in opposi- 
tion to this legislation and the action of the Board in 
appointing a special Task Force to defeat the Forand bill. 
(See also Address of President, above, page 000. ) 


O. Medical Rating of Physical Impairment.—The Board 
submitted a 115-page “Guide to the Evaluation of Perma- 
nent Impairment of the Extremities and Back,” developed 
by the Committee on Medical Rating of Physical Impair- 
ment as the first in a projected series of guides, and called 
attention to its intention to publish these guides in THE 
Journat for the information of the profession. 
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The Reference Committee on Hygiene, Public Health, and 
Industrial Health commended the Committee on Medical 
Rating of Physical Impairment for doing a superb job on 
this difficult subject and expressed pleasure that the guides 
will be published in THE JouRNAL. 


P. Scientific Assembly.—The Board recommended that the 
Speaker of the House of Delegates appoint a committee of 
five, composed of three members of the House, one from the 
Board, and one from the Council on Scientific Assembly, to 
study the advisability of changes in the Bylaws of the Asso- 
ciation as they pertain to the Scientific Assembly. 

The House, acting as a committee of the whole, adopted 
the recommendation of the Board. 


Report of Judicial Council.—The Speaker referred the re- 
port of the Judicial Council as printed in the Handbook of 
the House of Delegates (see THE JournNAL, Oct. 26, 1957, 
pages 1024-1025) to the Reference Committee on Amend- 
ments to the Constitution and Bylaws. 

The Reference Committee commended the report to the 
members of the House for serious study. It called attention 
to the fact that the 1957 edition of the Principles of Medical 
Ethics was not intended to and does not abrogate any ethical 
principle of the 1955 edition and endorsed the statement 
that if local societies fail to curtail unethical practices 
ethics lose their effectiveness. Failure on the part of the 
component society to demand respect for and adherence to 
the Principles breeds contempt and disrespect for them. The 
Committee also noted that the Opinions and Reports of the 
Council have been abstracted and annotated and believes 
that this document should receive wide distribution since it 
will be of assistance to medical societies when called upon 
to resolve ethical questions within their own jurisdictions. 


Report of Council on Medical Education and Hospitals.— 
The Speaker referred the report of the Council on Medical 
Education and Hospitals as printed in the Handbook of the 
House of Delegates (see THE JouRNAL, Oct. 26, 1957, pages 
1025-1033) to the Reference Committee on Medical Educa- 
tion and Hospitals. 

The Reference Committee noted the over-all activities of 
the Council and referred the members of the House to the 
annual report. It called attention to the four annual special 
issues of THE JournNAL which outline in minute detail the 
current status of medical education, medical licensure, and 
postgraduate and graduate medical education. On behalf 
of the delegates and members of the A. M. A. the Reference 
Committee extended to the Council sincere appreciation for 
its endless search for an ultimate definitive answer to the 
many controversial matters referred to them. 


Report of Council on Medical Service.—The Speaker referred 
the report of the Council on Medical Service as printed in 
the Handbook of the House of Delegates (see THE JouRNAL, 
Oct. 26, 1957, pages 1033-1047) to the Reference Commit- 
tee on Insurance and Medical Service. 

The Reference Committee approved the reports of the 
eight committees of the Council (Aging; Relations with Lay 
Sponsored Voluntary Health Plans; Prepayment Medical and 
Hospital Service; Federal Medical Services; Medical Care 
for Industrial Workers; Maternal and Child Care; Indigent 
Care; Medical and Related Facilities), calling special atten- 
tion to the following: 


Committee on Aging: The recommendation that the House 
of Delegates urge every state medical association to create a 
committee on aging or to assign this problem to an existing 
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committee, as well as the closing paragraph of the report 
which reads: “It is understood that there have been a num- 
ber of bills introduced into Congress for the purpose of 
creating a bureau of older persons. The Committee is of the 
opinion that the present methods of coordinating activities 
relating to aging within the federal government are adequate 
and, therefore, the Committee is opposed to the establish- 
ment of such a bureau. It is the understanding of this 
Committee that the Committee on Legislation of the 
A. M. A. is also opposed to the establishment of a special 
bureau.” 


Federal Medical Services: The Reference Committee em- 
phasized the request of the Committee on Federal Medical 
Services that state and county medical societies establish 
formal plans, in accordance with the policy of the House, 
for seeing that veterans whose illness constitutes economic 
disaster will not be displaced by those suffering short-term 
remediable ills which, at the worst, constitute financial in- 
convenience, and urged state medical associations to report 
to the Council any activities in this regard. Attention was 
also called to the fact that the alleged abuses in Bexar 
County, Texas, were corrected but in recent months a change 
of post command resulted in the reinstitution of former 
practices of medical care for Civil Service employees. 
Appropriate steps are being taken to remedy the situation. 


Indigent Care: Special attention was called to the recom- 
mendation that the House of Delegates urge every state 
medical association and county medical society to participate 
actively in the planning and operation of medical care pro- 
grams for the indigent. 


Medical and Related Facilities: Emphasis was given to 
the recommendation that the House urge the development 
of official liaison between medical societies and medical 
schools and that this mechanism be used whenever prob- 
lems, questions, or policies arise that may concern the 
private practice of medicine or in which the medical pro- 
fession may be of assistance to the schools. Liaison will not 
eliminate all problems, but it will avoid many and is certainly 
the only rational basis for solving those that do arise. 

The Reference Committee expressed the hope that the 
Council will evolve a positive program to assure continued 
liaison on voluntary health insurance so that the Association 
may have an authoritative source for information on all 
kinds of insurance problems and may stimulate new develop- 
ments in this field. 


Supplementary Report of Council on Medical Service.—Inas- 
much as some of the matters referred to in the annual report 
of the Council on Medical Service as it appeared in the 
Handbook were not completed, a supplementary report was 
submitted, abstracted as follows: ; 

1. Guides for Evaluation of Management and Union 
Health Centers and the resolutions introduced by the 
Colorado delegation in June, 1956, and June, 1957. The 
Council recommended that the title be changed from “Guid- 
ing Principles for Evaluating Management and Union Health 
Centers” to “Guides for Evaluation of Management and 
Union Health Centers.” It was further recommended that 
the last sentence of the third paragraph on page 6 of the 
Guides be deleted and that a change be made in the third 
paragraph on page 14 so that the sentence as revised would 
read: “As one aspect of this responsibility the health: center 
is urged to provide a free choice of medical service to the 
patient it serves.” The Council believed that the following 
paragraph on free choice of physician should not be in- 
cluded: “Eligible participants shall be given the opportunity, 
at the beginning of the period of their eligible participation, 
and at any time thereafter, to elect to receive their medical 
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care from the Health Center Staff and Facilities or, in lieu 
of payment to the Health Center, assume the responsibility 
for providing their own medical care.” 

2. Preretirement Financing of Health Insurance for Retired 
Persons, a resolution introduced by the Pennsylvania dele- 
gation at the 1956 Clinical Session which referred to a plan 
prepared for the Commission on Geriatrics of the Medical 
Society of the State of Pennsylvania. The council felt that 
the Medical Society and its Commission should be com- 
mended for their interest and pioneering work in this im- 
portant field but recommended disapproval of the proposed 
plan at this time because of (1) the inconsistency inherent 
in combining voluntary health insurance with a compulsory 
“social insurance” program; (2) the difficulties of imple- 
mentation of the proposed plan; (3) lack of adequate and 
current statistical data; (4) the short length of time in 
which the voluntary health insurance plans have been ex- 
perimenting with coverage for special population segments: 
(5) the indication of the decreasing number of aged with- 
out insurance coverage; and (6) the inability of an OASI- 
correlated plan to provide assistance to those older people 
who are most in need. It is acknowledged, nevertheless, that 
the medical profession has a particular interest in these prob- 
lems and, along with its own sustained studies as well as 
with cooperation of employer groups, Blue Shield, insurance 
companies and other agencies, the Council recommends and 
encourages continued studies of the problems by the various 
state geriatric and insurance committees, with a view to 
gathering data on local problems and solutions. It welcomes 
the submission of suggested modes of action for the medical 
profession as a whole. 

3. Veterans’ Hometown Care Programs. Two resolutions on 
this subject introduced into the House of Delegates in June, 
1957, were held in abeyance pending a survey being con- 
ducted by the Council. From the survey it was found that, 
of the 48 constituent associations replying, 10 have inter- 
mediary contracts under which a third party (usually the 
association itself or the state Blue Shield plan) administers 
the program and makes payments to the individual phy- 
sicians. Four states have had intermediary contracts in the 
past but now have no contract. Twenty-two states have 
what might be called the “designated physician” method 
under which the Veterans Administration contracts with in- 
dividual private physicians to provide care and the state 
association takes no part in the negotiations. Fifteen states 
have direct contracts with the VA under which the state 
association negotiates a fee schedule with the VA and pro- 
vides a list of participating physicians, but the VA itself 
administers the plan and pays the individual physicians 
direct. From this it is evident that a majority of the states 
do not have the intermediary type of contract now in opera- 
tion in California and Michigan. Since the House has no 
position endorsing any one of the three methods of imple- 
menting hometown care, the Council feels that a conference 
of state association representatives is essential; 28 states 
indicated they would be interested in attending such a con- 
ference. 

4. Amendment to Social Security Act. In the Tennessee 
resolution (June, 1957) it was recommended that the Social 
Security Act be amended to require that any appropriation 
made by Congress for the care of the indigent sick of the 
state be allocated to the Public. Health Service for realloca- 
tion to state health departments to avoid duplication of 
services. The Council recommended disapproval of the reso- 
lution because (1) the objective of the resolution can be 
achieved without an amendment of the Social Security Act 
since nothing in the present wording of the law prevents the 
state assistance agency from contracting with the state health 
department for administering medical care of Public Assist- 
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ance recipients; (2) the proposed amendment to the Social 
Security Act would impose on many states a system which 
is contrary to their present operating program and which 
would be unsatisfactory to the state medical associations; (3) 
some state departments of health would be opposed to 
undertaking this responsibility and many lack the adminis- 
trative framework necessary for carrying out such a pro- 
gram; and (4) any effort to open up the Social Security 
Act to amendments having to do with medical care is un- 
wise at this time. 

5. Memorial to Dr. Fitzgibbon. The Council paid special 
tribute to Dr. J. H. Fitzgibbon, a member of the Council 
from 1943-1946, for his dynamic work and for his contin- 
uing interest and guidance long after termination of his 
official tics with the Association. 

The Reference Committee on Insurance and Medical Serv- 
ice approved the recommendations of the Council in items 
1, 2 and 4 of its supplementary report. With respect to item 
3 on the VA medical care program, the Reference Commit- 
tee reported that it had been informed that the Board of 
Trustees and the Council, through the Committee on Fed- 
eral Medical Services and appropriate departments of the 
A. M. A., are taking steps to implement the policy of the 
A. M. A. with respect to VA medical care. Every effort will 
be made to achieve the fundamental A. M. A. objective of 
bringing about economy in the VA medical care program by 
restricting government's responsibility to veterans whose dis- 
abilities are clearly related to military service. 


Committee on Medical Practices.—The Speaker referred 
the report of the Committee on Medical Practices as printed 
in the Handbook of the House of Delegates (see THE Jour- 
NAL, Oct. 26, 1957, pages 1051-1052) to the Reference 
Committee on Miscellaneous Business. 

The Reference Committee called attention to that portion 
of the report referring to the development of a relative value 
schedule for diagnostic, medical, and surgical services and 
a program of public education designed to bring about a 
better understanding of all fields of medical practice, re- 
marking that this forms an excellent basis for continued 
study. The Committee stated that the Committee on Medical 
Practices deserved the whole-hearted cooperation and assist- 
ance of every member of the A. M. A. in its work on this 
difficult problem. The Committee further recommended that 
the term “relative value study” be used in lieu of “relative 
value schedule” as being less confusing. 


Supplementary Report: The Covii:ttee on Medical Prac- 
tices submitted three recommendations in a supplementary 
report, i. e.: (1) that the House of Delegates endorse the 
idea of the development by the Committee of a relative value 
schedule of medical and surgical services and at the present 
moment suggested the California scale as a good example 
because of its specific reference to the values of diagnostic 
and medical services as well as surgical services: (2) that 
the House of Delegates take definite action condemning the 
practice on the part of spokesmen for tangent medical groups 
or individual physicians of making public statements, verbal 
or in print, that are detrimental to public confidence in doc- 
tors; and (3) that the Department of Public Relations and 
the Bureau of Health Education of the A. M. A. take special 
cognizance of the objectives of the Committee on Medical 
Practices in their liaison with science writers and other writ- 
ers in the medical field. 

The Reference Committee on Miscellaneous Business rec- 
ommended that no action be taken on the supplementary 
report. 


Woman’s Auxiliary.—The Speaker referred the report of 
the Woman’s Auxiliary as printed in the Handbook of the 
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House of Delegates (see THE JouRNAL, Oct. 26, 1957, pages 
1048-1049) to the Reference Committee on Miscellaneous 
Business. 

The Reference Committee expressed gratitude to the 
Woman’s Auxiliary for the work it is doing and wholeheart- 
edly approved the report. 


American Medical Education Foundation.—The Speaker 
referred the report of the American Medical Education 
Foundation as printed in the Handbook of the House of 
Delegates (see THE JourRNAL, Oct. 26, 1957, pages 1049- 
1051) to the Reference Committee on Miscellaneous Busi- 
ness. 

The Reference Committee referred to the many articles 
appearing in support of the Foundation, such as the one 
which appeared recently in California Medicine, calling 
attention to the tax-deductible features accruing to contribu- 
tions to foundations of this type. Testimony before the Re- 
ference Committee emphasized the appreciation of the med- 
ical college deans for the contributions which they received 
and for the fact that they are given without restriction. With 
grateful appreciation the Committee approved the report of 
the Foundation. 


Committee to Study Heller Report.—The Chairman of the 
Committee to study the Heller report on organization of the 
American Medical Association, appointed by the Speaker 
after the June, 1957, meeting of the House of Delegates, 
reviewed the activities of the committee in arriving at its 
report. Comments were made on several matters in the 
Heller Report which are administrative or executive and 
which are under the direction of the Board of Trustees or 
General Manager, but no definite recommendations regard- 
ing these items were made. The Committee, however, trans- 
mitted the following recommendations for House action: 

(1) The office of Vice President be continued as an elec- 
tive office. 

(2) The offices of Secretary and Treasurer be combined 
into one office to be known as Secretary-treasurer, and that 
the Secretary-Treasurer be selected by the Board of Trustees 
from one of its number. 

(3) The duties of Secretary-Treasurer be separated from 
those of General Manager (or Executive Vice President ). 

(4) The position of Executive Vice President be substi- 
tuted for that of General Manager, the Executive Vice Presi- 
dent to be appointed by the Board of Trustees as the Chief 
Staff Executive of the Association. 

(5) The Council on Medical Education and Hospitals 
and the Council on Medical Service continue in all respects 
as standing committees of the House of Delegates as they 
presently are. 

(6) The voting members of the Board of Trustees be 
limited to eleven, namely, the nine elected Trustees, the 
President and the President-Elect. The Vice President and 
the Speaker and Vice Speaker of the House of Delegates 
shall attend all meetings, including executive sessions, of the 
Board with right of discussion but without the right to vote. 

(7) One Trustee be elected from each of the nine phy- 
sician-population regions proposed in the Heller Report. 

(8) Assistant Executive Vice President be substituted for 
Assistant to the Executive Vice President in the Heller Re- 
port, and also for the present position of Assistant Secretary. 

(9) The Heller Report recommendation that the Com- 
mittee on Federal Medical Services should be a part of the 
Council on National Defense be disapproved. This Commit- 
tee should be retained as a committee of the Council on 
Medical Service as it is at the present time. 

(10) In connection with one of the general recommenda- 
tions that there be a redefinition of the central concept of 
the A. M. A. objectives and basic programs, your Committee 
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is well aware that much has been and is being done, but 
the Committee feels the matter must be continually em- 
phasized. While much time, energy and money is spent in 
an all-out fight against socialized medicine, it has seemed 
that in our basic policy the obvious fact that medical free- 
dom cannot long endure as an island in a sea of collectivism 
has been overlooked. It should be emphasized that freedom 
is indivisible and that where one segment of our economic, 
social, political or religious structure is in any manner denied 
its justifiable freedom, every segment is thereby injured. 

As a large and influential organization, the American 
Medical Association has a wonderful opportunity to take the 
lead in a restatement of the fundamentals underlying our 
private competitive enterprise system and the incomparable 
benefits it confers upon everyone living under its sway. We 
could thus give courage to those who have despaired of 
ever achieving a return to sane economic, social, political 
and religious reasoning. 

To formulate such a policy and to present it as living 
embodiment of the ideals of the American Medical Associa- 
tion, it is recommended that the Speaker of the House of 
Delegates immediately appoint a Continuing Committee on 
Socioeconomic Policy, this committee to consist of five mem- 
bers, the initial terms of two to be three years, two, two 
years, and one, one year. This committee shall cooperate 
and coordinate its activities with the Board of Trustees and 
report its findings and recommendations to the House of 
Delegates. 


J.A.M.A., March 29, 1958 


The Reference Committee on Amendments to the Con- 
stitution and Bylaws approved recommendations 1, 2, .3, 4, 
6, 8 and 9 of the Committee to Study the Heller Report. 
Revisions were made in the other recommendations as fol- 
lows: 

(5)The Reference Committee agreed with the recommen- 
dation that the Council on Medical Education and Hos- 
pitals and the Council on Medical Service should continue 
in all respects as standing committees of the House of Dele- 
gates as they presently are but recommended further that the 
administrative direction of these councils be vested in the 
Executive Vice President. 

(7) The Reference Committee recommended disapproval 
of the election of Trustees from each of the nine physician- 
population regions proposed in the Heller Report. 

(10) The Reference Committee recommended the estab- 
lishment of a joint and continuing committee of six, three 
from the Board of Trustees and three from the House of 
Delegates, appointed by the Speaker. Their duties would be 
to consider (a) redefinition of the central concept of 
A. M. A. objectives and basic programs; (b) placing more 
emphasis on scientific activities; (c) taking the lead in creat- 
ing more cohesion among national medical societies; and 
(d) studying socioeconomic problems. 

The Reference Committee further recommended that the 
recommendations accepted by the House be referred to the 
Council on Constitution and Bylaws with a request that it 
draft appropriate amendments for the consideration of the 
House at the San Francisco meeting in June, 1958. 

(to be continued ) 
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POSTGRADUATE COURSES 


Notice of the following postgraduate courses for 
practicing physicians has not previously been pub- 
lished by the Council and is presented for infor- 
mation only: 

A one-day program, entitled The Role of the 
Obstetrician and the Pediatrician in the Prevention 
of Neonatal Mortality and Morbidity, will be pre- 
sented in Colorado Springs April 18, 1958, by the 
University of Colorado School of Medicine. Three 
panel discussions will be offered, at a fee for regis- 
tration of $15. Further information may be ob- 
tained from the Office of Postgraduate Medical 
Education, University of Colorado School of Medi- 
cine, 4200 E. Ninth Ave., Denver 20. 

An intensive course in Applied Epidemiology for 
public health physicians will be offered May 5-9, 
1958, at the Communicable Disease Center, U. S. 
Public Health Service, Atlanta, Ga. Lecture-discus- 
sion sessions, with use of audiovisual aids as well 
as seminars, are the educational methods to be 
used. Further information may be obtained from 
Chief, Communicable Disease Center, U. S. Public 
Health Service, 50 Seventh St., N.E., Atlanta 23, 
Ga., attention of Chief, Training Branch. 

An intensive two-day course in Hemolytic Dis- 
ease of the Newborn is scheduled for June 5-6, 
1958, at the Children’s Hospital of Philadelphia. 


Panel discussions, demonstrations, conferences, and 
case presentations will occur, with a registration 
fee of $50. Further information may be obtained 
from Dr. Irving J. Wolman, Children’s Hospital of 
Philadelphia, 1740 Bainbridge St., Philadelphia 46. 
An intensive continuous laboratory and lecture 
course in Techniques and Applications of the Elec- 
tron Microscope will be offered to qualified senior 
biologists and medical research workers at the 
Electron Microscopy Laboratory, Cornell Univer- 
sity, June 16-July 3, 1958. Application may be made 
to the Director, Electron Microscopy Laboratory, 
Rockefeller Hall, Cornell University, Ithaca, N. Y. 
A course for practicing physicians, Modern Meth- 
ods in the Recognition and Treatment of Heart 
Disease, will be given June 23-25 at New York 
University Postgraduate Medical School, 550 First 
Ave., New York 16. Further information may be 
obtained from the Associate Dean of the School. 
The University of Cincinnati College of Medicine 
will present at the School and at Cincinnati Gen- 
eral Hospital an intensive, continuous, one-week 
course for specialists in otolaryngology, Recon- 
structive Surgery of the Nasal Septum and External 
Nasal Pyramid, April 12-19. Eleven hour sessions 
daily will utilize lectures, surgical demonstrations, 
anatomic exercises, seminars, and case presenta- 
tions. Further information may be obtained from 
the Department of Otolaryngology of the School. 
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MEDICAL NEWS 


ILLINOIS 

Hospital News.—The seventh lecture in the eighth 
annual North Shore Hospital lecture series on “The 
Emotional Problems of Childhood” will be held in 
Winnetka April 2, 8 p. m. “Management of the De- 
linquent” will be discussed by Dr. Joseph J. 
Michaels, instructor in psychiatry, Harvard Medical 
School, Boston. The Commission on Education of 
the American Academy of General Practice has 
approved these lectures for category II credit. 
Physicians and allied professional personnel are 
invited. 


New Medical Center in Hinsdale.—Construction 
has been completed on the one million dollar Hins- 
dale Medical Center, sponsored by the Kettering 
Family Foundation, and the building is now being 
occupied by more than 23 physicians and dentists. 
There is space for a medical library, and a health 
museum and health theater, designed “to further 
the education of the public in the areas of health 


New Medical Center in Hinsdale 


and hygiene.” These will be open to the public on 
or about May 1. The tri-level, air conditioned 
building will also include an x-ray and pathological 
laboratory, a prescription pharmacy, an optical dis- 
pensary and a stenographic service. The Health 
Theater will be used for lectures by members of 
the medical profession, and open to the public. The 
center is the first major project of the Kettering 
Family Foundation, a not-for-profit corporation or- 
ganized in December, 1955, for the purpose of 
carrying on charitable, educational, civic, scientific, 
and research projects. 


Chicago 

Medical History Lecture.—The annual D. J. Davis 
Memorial Lecture on Medical History will be given 
at 1:00 p. m. April 16 in room 221 in the Dental- 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Medical-Pharmacy Building, University of Illinois. 
The lecturer will be Ilza Veith, Ph.D., of Chicago, 
who will speak on “Oriental Medicine and _ its 
Concepts of the Soul.” Dr. Veith is the president of 
the Society of Medical History. 


Personal.—Dr. Josiah J. Moore, who is serving his 
15th year as treasurer of the A. M. A., was recently 
elected president of the Institute of Medicine of 
Chicago, the membership of which numbers 600, 
and is by invitation. 


Society News.—The Chicago Dermatological So- 
ciety has elected the following officers: president, 
Dr. Samuel M. Bluefarb; vice-president, Dr. I. 
Myron Felsher; and secretary-treasurer, Dr. Fred- 
erick J. Szymanski, 55 E. Washington St. 


Reunion for 1913 Rush Alumni.—Dr. Ralph H. 
Kuhns, of the Veterans Administration Regional 
Office, Chicago, is arranging for the 45th anniver- 
sary reunion of the class of 1913, Rush Medical Col- 
lege, to be held in Chicago during the weekend 
before the A. M. A. convention. Headquarters will 
be at the Hilton Hotel and the University Club. A 
second reunion will be held during the convention 
for the West-Coast alumni. For information write 
Dr. Ralph H. Kuhns, Suite 1445-A, The Conrad 
Hilton Hotel, Chicago 5. 


INDIANA 


Citations for Work with the Handicapped.—Drs. 
Kendall R. Manning, of Indianapolis, and Eli S. 
Jones, of Hammond, were presented citations at a 
meeting of the Council of the Indiana State Medi- 
cal Association by Dr. Emmett B. Lamb, of Indi- 
anapolis, representing the Governor's Commission 
on the Employment of the Handicapped. The cita- 
tions carry with them nominations for national 
physicians of the year for work with the handi- 
capped, an award made yearly by the President's 
Committee for Employment of the Handicapped 
“in public recognition for exceptional contributions 
toward public understanding and acceptance of the 
physically handicapped in employment.” Dr. Man- 
ning is associate professor in orthopedic surgery at 
the Indiana University Medical Center. He has 
been medical director of Crossroads Rehabilitation 
Center, Indianapolis, since his return from the Air 
Force in 1952. Dr. Jones is a past-president of the 
Incustrial Medical Association and serves several 
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companies in the Calumet Area as an industrial 
physician. He is a delegate to the American Medi- 
cal Association. 


MASSACHUSETTS 


Medical Research Building.—As a new step in its 
long-range development program, Boston Univer- 
sity’s board of trustees has voted to match a federal 
grant in the amount of $1,500,000 for the construc- 
tion of a $3,000,000 medical school research build- 
ing. The university will embark on an immediate 
campaign to raise the matching funds in order that 
construction of a building devoted to research in 
clinical and basic medical sciences may be started 
early in 1959. President Harold C. Case, LL.D., in 
announcing the trustees’ action indicated that the 
new research building will involve several floors 
and a basement. A medical research building com- 
mittee, headed by Dr. Henry M. Lemon of Wey- 
mouth, Mass., has been established at the medical 
school. 


Seminar on Biliary Surgery in Boston.—The Third 
(Boston University) Surgical Service Fifth Annual 
Seminar, on “Biliary Surgery,” will be held April 
9 at Dowling Amphitheatre, Boston City Hospital. 
The program includes the following papers by out- 
of-state speakers: 

Intrahepatic Choleostasis, Dr. Carroll M. Leevy, Seton Hall 
College of Medicine, New Jersey. 

Liver Decompression by Common Bile Duct Drainage in 
Subacute and Chronic Jaundice, Dr. Alfred A. Strauss, 
Strauss Surgical Group, Chicago. 

Tumors of the Gall Bladder and Biliary Tree, Dr. Richard C. 
Britton, Cleveland Clinic Foundation, Ohio. 

Hepatic Lobectomies, Dr. Alexander Brunschwig, Cornell 
University Medical School, New York City. 

Residual Common Duct Stones, Dr. N. Frederick Hicken, 
University of Utah College of Medicine, Salt Lake City. 

Application of Embryological Studies to Bile Duct Surgery, 
Dr. Mark A. Hayes, Yale University School of Medicine, 
New Haven, Conn. 


For information write Dr. John J. Byrne, Direc- 
tor, Third (B. U.) Surgical Service and Research 
Laboratory, Boston City Hospital, Boston. 


NEW MEXICO 

Physicians Take Stand on Welfare Issue.—The New 
Mexico Medical Society, has had its offer accepted 
by the state’s welfare department to render free 
medical care to welfare patients rather than accept 
a further reduction in payments from the welfare 
fund. The schedule originally accepted by physi- 
cians represented one-fourth of a doctor’s usual 
fee. The offer for free medical care came after the 
state’s department of public welfare claimed that 
because of a gradual increase in the number of 
patients the medical pool fund, established in 1952 
with state and federal money, was running low. 
The fund is used to provide medical, surgical, 
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hospital, dental, and nursing care and drugs for 
welfare patients. The new offer is effective from 
Jan. 31 to June 30, at which time the physicians 
will meet with welfare department officials and 
review the experience. 


NEW YORK 


Dr. Wertz Honored.—Dr. Carlton E. Wertz, a 
member of the A. M. A. House of Delegates and 
architect of Blue Shield’s “service-type” contract 
for prepaid medical care, was recently selected by 
the Buffalo Evening News as one of nine “Out- 
standing Citizens for 1957.” Selections were made 
by the editors from nominations submitted by the 
public and members of the News staff. Dr. Wertz 
has been a member of the A. M. A. Council on 
Medical Service since 1952, and was president of 
the Medical Society of the State of New York in 
1950-1951. 


New York City 

Lecture on Cardiovascular Disorders.—The second 
Bernard Sutro Oppenheimer lecture will be given 
in Hosack Hall of the New York Academy of Medi- 
cine April 3, 8:30 p. m., by Dr. Gunnar W. Bidérck, 
associate professor of clinical medicine, University 
of Lund, and head, division of cardiology, depart- 
ment of medicine, Malmé General Hospital, 
Malmé, Sweden. Dr. Biérck’s subject will be 
“Environment and Cardiovascular Disorders.” 


Dr. Taylor to Succeed Dr. Rappleye as Dean.—Dr. 
Howard C. Taylor Jr., chairman, department of 
obstetrics and gynecology, Columbia University, 
will succeed Dr. Willard C. Rappleye, who has 
been dean of Columbia’s Faculty of Medicine and 
College of Physicians and Surgeons since 1931, and 
vice-president for medical affairs since 1949. Dr. 
Rappleye will retire on June 30. Dr. Taylor has 
taught at the University of Pennsylvania and at 
New York University, and has occupied his present 
post at Columbia since 1946. He is editor of the 
American Journal of Obstetrics and Gynecology, a 
director of the American Cancer Society, and presi- 
dent of the American Gynecological Society. 


NORTH CAROLINA 

New Program in Nursing Education.—Duke Uni- 
versity will inaugurate a master’s degree curricul- 
um in nursing with the partial support of a seven- 
year grant of $238,000 from the Rockefeller Foun- 
dation. The one-year course is designed for nursing 
educators, administrators, and supervisors. Its -pri- 
mary aim is to focus the attention of students on 
the content of what they will have to teach or 
supervise in their subsequent careers rather than on 
the techniques of teaching. A large amount of ward 
experience will be a requirement of the curriculum, 
as well as classes in the basic sciences and in ad- 
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ministration. Sixteen Southern states now have 
sixteen nursing schools at the college level. Master's 
degree preparation is available at only four of these 
institutions. 


OHIO 


Dr. Lull to Give Memorial Address.—Dr. George F. 
Lull, Chicago, Secretary, American Medical As- 
sociation, will be the guest speaker at the Whitacre 
Memorial Address, sponsored by the Cleveland 
Society of Anesthesiologists. His talk is entitled 
“The Regulated Practice of Medicine.” It will be 
given at a dinner meeting at the Wade Park Manor 
in Cleveland April 23. Interested persons should 
contact Dr. Sidney W. Helperin, 20665 Century 
Way, Maple Heights, Ohio. 


Plan to Organize Dermatological Society.—The 
Noah Worcester Dermatological Society is a new 
organization formed by the department of derma- 
tology, University of Cincinnati College of Medi- 
cine, “to sponsor scientific meetings and foster re- 
unions of former residents and fellows, members of 
the faculty and members of the Cincinnati Derma- 
tological Society.” Because of the wide geographic 
distribution of former residents and fellows, annual 
meetings will be held in areas other than Cincin- 
nati. Membership will be open to graduate derma- 
tologists, residents, and fellows in dermatology and 
graduate degree scientists in other fields, regardless 
of any association with the University of Cincin- 
nati. The organization and founders meeting of the 
society will be held at Eden Roc Hotel, Miami 
Beach, Fla., April 23-27. Executive and scientific 
sessions are planned. Organization committee mem- 
bers are: Drs. Donald J. Birmingham, Mitchell Ede. 
Leon Goldman, Edwin L. F. Higgins, Daniel J. 
Kindel, H. Jerry Lavender, Harry A. Nieman, Rob- 
ert H. Preston, John B. Squires, Raymond R. Sus- 
kind, and: Alfred L. Weiner. The society has been 
named for the author of the “first American text- 
book of dermatology,” printed in Cincinnati in 
1850, entitled “A Synopsis of the Symptoms, Diag- 
nosis and Treatment of the More Common and 
Important Diseases of the Skin.” 


OKLAHOMA 


Plan Professional Building in Tulsa.—Construction 
of a medical and dental office building in Tulsa was 
announced recently by Dr. Arnold H. Ungerman, 
president of the Twenty-First Street Building Cor- 
poration. To cost $1,250,000, the new structure is a 
cooperative venture by a group of Tulsa physicians 
and dentists. The building will accommodate 60 pro- 
fessional men and will contain 65,000 square feet 
of floor space. Walls will be of insulated porcelain 
steel panels, and structural columns and windows 
will be aluminum covered. Each suite is designed 
to the individual requirements of the tenant. Com- 
plete pathology and x-ray laboratories will include 
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isotope’and cobalt-bomb therapy equipment. Other 
members of the board of directors of the corpora- 
tion are Drs. Erma O. Johnson, Jesse D. Shipp, 
Robert M. Shepard Jr., Harold A. White, Robert E. 
Nathan, Emanual N. Lubin, and Dave B. Lhevine. 


TEXAS 


Dallas Physicians in C. of C.—The Dallas Chamber 
of Commerce has more physician members than 
any other chamber of commerce in the United 
States. Membership of physicians in the Dallas 
chamber has grown from 92 in 1953—to a total of 
340 in 1958, with 34 actively serving on committees. 


Dr. May Owen Honored by Pathologists.—Dr. May 
Owen, of Fort Worth, has received the Caldwell 
award of the Texas Society of Pathologists, the top 
award of the society. Dr. Owen is the first woman 
to receive the award, and also the first woman to 
serve as president of the local medical society. 


VERMONT 


State Society Bequeathed Fund for Needy.—The 
portion of Mrs. Marianne G. Faulkner's will re- 
ferring to the Vermont State Medical Society reads 
as follows: “(e) To Vermont State Medical Society, 
a corporation of the State’ of Vermont, the sum of 
one hundred thousand dollars ($100,000), to be 
kept as a permanent fund to be known as the 
Edward Daniels Faulkner and Marianne Gaillard 
Faulkner Fund and the income only to be used (a) 
for the relief of pecuniary distress of sick or aged 
members or the parents, widows, widowers, or 
children of deceased members, and (b) for the re- 
lief of pecuniary distress of members resulting from 
catastrophic natural causes.” 


WISCONSIN 


Personal.—Dr. Philip P. Cohen, chairman, depart- 
ment of physiological chemistry, University of Wis- 
consin Medical School, Madison, will go to Oxford, 
England, in April under the auspices of a Common- 
wealth “special award in support of basic research.” 
During the six months he will be at Oxford, he will 
do basic research in the biochemical aspects of in- 
flammation.——Dr. Henrik A. Hartmann, depart- 
ment of pathology, University of Wisconsin Med- 
ical School, has been invited by Prof. Viktor H. 
Hydén, of the University of Goteborg Medical 
School, in Sweden, to visit that university and do 
investigative work on nerve cells. Prof. Hydén di- 
rects an institute specializing in spectrophotometry 
and cytochemistry in nerve cells. Dr. Hartmann 
will return July 1. 


University News.—The Alpha Psi Chapter of the 
Phi Delta Epsilon Fraternity at the University of 
Wisconsin will hold its annual Arthur S. Loeven- 
hart Lectureship April 1. The guest speaker will be 
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Dr. Harold E. Himwich, director of the Research 
Division of Galesburg State Research Hospital, 
who will discuss “Tranquilizing Drugs in Modern 
Medicine.”——Prof. Jerzy Konorski, professor of 
Neurophysiology, The Nencki Institute of Ex- 
perimental Biology, Warsaw, Poland, visited the 
University of Wisconsin Medical School, Madison, 
during the week of Feb. 9-15, under the Cultural 
Exchange Program, now being sponsored by the 
State Department.——Dr. Walter Artelt, of Frank- 
furt, Germany, is visiting professor in the history of 
medicine, University of Wisconsin Medical School, 
Madison. Dr. Artelt is the director of the Institute 
for the History of Medicine at the University of 
Frankfurt, Frankfurt on the Main. 


GENERAL 

Fellowships for Research in Nutrition.—Six fellow- 
ships at $200 a month for three months are being 
offered by the Nutrition Foundation, in coopera- 
tion with the A. M. A. Council on Foods and 
Nutrition, “in an effort to stimulate medical school 
staff members and students to take a more active 
interest in the science of nutrition.” The fellow- 
ships are being given in honor of Dr. Paul Gyorgy, 
recipient of the 1957 Goldberger award in clinical 
nutrition. For information write the Council on 
Foods and Nutrition, A. M. A., 535 N. Dearborn, 
Chicago 10. 


Clinical Surgery Meeting in St. Louis.—The 98th 
meeting of the Society of Clinical Surgery will be 
held April 4-5 in St. Louis, with headquarters at 
the Park Plaza Hotel. The scientific program will 
be held at Wohl Auditorium, Wohl Hospital, April 
4 and at the Cardinal Glennon Memorial Hospital 
for Children April 5. About 25 papers are sched- 
uled, including an address by Dr. James W. Col- 
bert Jr., dean, St. Louis University School of 
Medicine. A ladies’ program is arranged, including 
a tour April 4. For information write Dr. Frank F. 
Allbritten Jr., Secretary, The Society of Clinical 
Surgery, University of Kansas Medical Center, 
Kansas City 12, Kan. 


Border Public Health Meeting in El Paso.—The 
1958 annual meeting of the United States-Mexico 
Border Public Health Association will be held 
April 8-11 at the Hotel Cortez, El] Paso, Texas. 
Addresses will be presented by the following: 
Mayor Raymond L. Telles, of El Paso; Mayor 
René Mascarenas, of Juarez, Chihuahua, Mexico; 
Dr. Henry A. Holle, commissioner of health, Texas 
State Department of Health, Austin; and Dr. 
Ignacio Gonzalez Estavillo, chief, Department of 
Coordinated Health Services in the State of Chi- 
huahua. Dr. Malcolm H. Merrill, president of the 
association and director, State of California De- 
partment of Public Health, Berkeley, will present 
“Public Health Mission to Russia” the evening of 
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April 8. A panel discussion and a seminar on 
diarrheal diseases are planned for the morning of 
April 9. A discussion on “Recent Advances in Com- 
municable Diseases” will be held at the final gen- 
eral session April 11. For information write the 
U. S—Mexico Border Public Health Association, 
243 U. S. Court House, E] Paso, Texas. 


Jaycees Sponsor Community Health Program.—The 
U. S. Junior Chamber of Commerce announces 
that its 3,000 local chapters are embarking on a 
year around community health program, developed 
in cooperation with the National Health Council. 
Program guides have been prepared for each of 10 
suggested activities: Salk Vaccine Campaign; 
Health Fair; Better Sight and Hearing for Chil- 
dren; Poison Control; Assistance to Mental Health 
for Youth; Adventures in Living for Older People: 
Help for Handicapped Children; Recreation for 
Mental Hospital Patients; Jaycee Health Forums; 
and Directory of Health Services. The activities in 
local communities will not be limited to the 10 
programs, however. Jaycee leaders are urged to get 
in touch with local medical societies and health 
agencies. 


Anatomists Meet in Buffalo.—The American As- 

sociation of Anatomists will meet in Buffalo, N. Y., 

April 2-4. The program of 295 papers includes the 

following: 

Development of the Otic Capsule and the Auditory Ossicles 
in Man, Barry J. Anson, Ph.D., Northwestern University 
Medical School, Chicago. 

Morphological Classification of Vertebrate Blood Capillaries, 
Dr. Henry Bennett, University of Washington, Seattle. 

Regeneration of Axons Across Gaps in the Transected Spinal 
Cords of Adult Rats, Charles R. Noback, Ph.D., Columbia 
University, New York City. 

An Orally Active Non-Steroidal Compound with Antifertility 
Effects in Rats, Sheldon J. Segal, Ph.D., New York City. 
Induction of Lactation in the Human Female by Pituitary 
Stalk-Sections, Dr. Nylene E. Eckles, Texas Medical 

Center, Houston. 

Modulation of Cell Types in Liver Injury and Repair, James 

W. Wilson, Ph.D., Brown University, Providence, R. I. 


For information write Dr. Oliver P. Jones, Program 
Secretary, The American Association of Anatomists, 
Department of Anatomy, School of Medicine, 
University of Buffalo, 3435 Main St., Buffalo 14, 
N. Y. 


New England Rural Health Conference.—The third 
annual New England Rural Health Conference will 
be held April 10 at the University of New Hamp- 
shire Memorial Union, Durham, N. H., sponsored 
by the Council of- New England State Medical 
Societies and the Council on Rural Health, Ameri- 
can Medical Association. Dr. Arthur W. Burnham, 
of Lebanon, president, New Hampshire Medical 
Society, will open the meeting at 9:30 a. m., and 
Dr. Norman H. Gardner, East Hampton, Conn., 
regional director, Council on Rural Health, A. M. A., 
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will give an address. “New Trends in Care of the 
Crippled and Chronic Among Us” will be presented 
by Dr. Richard J. Clark, director, Cardiac Work 
Classification Unit, Massachusetts Heart Associa- 
tion, Winchester, Mass. A film, “How to Manage a 
Home Though Handicapped,” will be shown at 
10:30. After luncheon, Mrs. Charles W. Sewell, 
Member of the Advisory Committee, Council on 
Rural Health, A. M. A., will present “Progress in 
American Rural Health.” A panel discussion, “New 
Horizons in Mental Health,” will precede the con- 
cluding address by Mr. Aubrey D. Gates, Field 
Director, Council on Rural Health, A. M. A. 


Announce Award for Medical Writing.—The editors 
of Modern Medical Monographs, a quarterly pub- 
lication, have announced an award for the “best un- 
published manuscript for a short book on a clinical 
subject in the field of internal medicine.” The pur- 
pose of the “Modern Medical Monograph Award” 
is to “stimulate young physicians to communicate 
their work in the classical form of the monograph 
and to achieve high standards of medical writing.” 
The winner will receive $500. The winning mono- 
graph, if found suitable, will be published as a 
book in the series Modern Medical Monographs. 
The author must be a graduate physician, less than 
40 years of age. Single authorship is preferred, but 
two co-authors will be acceptable. The medical 
school from which the author graduated and the 
date of graduation should be stated. Manuscripts 
should be submitted in duplicate by registered mail, 
postmarked no later than Oct. 1, to Dr. Richard H. 
Orr, 37 E. 67th St., New York 21. The manuscript, 
including the bibliography, must consist of between 
115 and 200 double-spaced typewritten pages with 
ample margins and not more than 40 illustrations. 
For each illustration, the allowable upper limit of 
pages should be reduced by one. 


Accident Prevention and Treatment.—A Joint Action 
Program aimed at preventing accidents and im- 
proving care of accident victims has been an- 
nounced by the American College of Surgeons, 
the National Safety Council, and the American 
Association for the Surgery of Trauma. The pro- 
gram will include: (1) public education in accident 
prevention and handling of the injured, (2) em- 
ployment of joint state and local committees of the 
American College of Surgeons and National Safety 
Councils, together with interested surgeons, safety 
engineers, and public officials to formulate safety 
plans for local communities, (3) possible registra- 
tion of unusual cases of injury, (4) proposed in- 
vestigations of emergency care of traffic injuries, 
(5) model legislation to require adequate training 
in first aid and transportation of the injured for 
ambulance attendants, policemen and firemen, and 
(6) cooperation in the production and improvement 
of training materials and instructional aids dealing 
with problems in handling the injured. Courses of 
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instruction in first aid and transportation of the in- 
jured will be developed. Under the program, the 
annual inventory of traffic safety activities now 
conducted by the National Safety Council may be 
expanded to include data on the transportation of 
injured persons. 


Industrial Health Conference in Atlantic City.—The 
13th National Industrial Health Conference will be 
held April 19-25 at Convention Hall, Atlantic City, 
N. J. Each year the Industrial Health Conference 
brings together physicians and other persons in 
allied professions to share in the study and control 
of causes of disability in the working environment. 
Members of the Industrial Medical Association, 
the American Association of Industrial Dentists, 
the American Association of Industrial Nurses, the 
American Industrial Hygiene Association, and the 
American Conference of Governmental Industrial 
Hygienists will attend. Three symposiums are 
planned: “Medical Care of Industrial Workers,” 
“Early Recognition of Emotional Problems by In- 
dustrial Physicians,” and “Convalescence Following 
Illness and Injury,” moderated by Drs. Asa Barnes, 
Louisville, Ky., Ralph T. Collins, Rochester, N. Y., 
and F. Curtis Dohan, Camden, N. J., respectively. 
A program presented by the National Council on 
Alcoholism will be moderated by Dr. John L. Nor- 
ris, Rochester, N. Y., April 22. Dr. David B. All- 
man, President, American Medical Association, will 
present an address at the Industria] Medical Asso- 
ciation banquet April 23. Governor Robert Meyner 
of New Jersey will speak. A panel discussion on 
certification in industrial medicine will be moder- 
ated by Dr. James H. Sterner, Rochester, N. Y. Ex- 
hibits and a program of ladies’ entertainment are 
planned. For information write the Industrial 
Health Conference, Room 1313, 28 E. Jackson Blvd., 
Chicago 4. 


Symposium on Nutrition in New York.—The Borden 
Centennial Symposium on Nutrition, presented by 
the Borden Company Foundation, will be held in 
the Waldorf-Astoria Hotel in New York, April 12. 
Centennial awards for “pre-eminent and pioneer- 
ing research” will be presented at a banquet which 
will climax the symposium to Lord Boyd-Orr, 
former director of the Rowett Research Institute of 
Aberdeen, Scotland, and first director-general of 
the Flood and Agriculture Organization of United 
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Nations, and to Elmer V. McCollum, Ph.D., pro- 
fessor emeritus of biochemistry at the Johns Hop- 
kins University. Each will receive a special citation, 
a gold medal and $2,500. Nearly 200 scientists in 
the field of nutrition will attend the symposium by 
special invitation. The theme will be “The Nutri- 
tional ‘Ages of Man’—Nutrition: Past, Present and 
Future.” Six speakers from the U. S. and abroad 
will present scientific papers, each dealing with 
man’s nutritional needs at specific stages of life. 
There will also be a panel discussion on changes 
foreseen in world nutrition in the coming century. 
George R. Cowgill, Ph.D., professor of nutrition at 
Yale University, New Haven, Conn., will preside 
over the symposium. The Borden Company Foun- 
dation, established in 1944, carries out a program 
of annual recognition awards for scientists who 
have performed outstanding research, and for col- 
lege students who have excelled in their academjc 
work. A total of 152 Borden Awards for research, 
administered by scientific and professional societies, 
have been presented to date. 


LATIN AMERICAN 
Proctology Seminar in Mexico City.—The 10th an- 
nual teaching seminar of the International Acad- 
emy of Proctology will be held April 9-13 at the 
Del Prado Hotel, Mexico City, Mexico. About 22 
papers are scheduled by authors from Mexico 
and the United States. A panel discussion, “Up-to- 
Date Surgical Proctology,” will be moderated by 
Dr. Francisco Puente Pereda, professor of surgery, 
Medical School, University of Mexico, and will in- 
clude the following subtitles and participants: 
Colon Surgery, Dr. Samuel Gutierrez Vazquez, sub-director, 
Hospital De La Raza, Mexico. 
Pediatric Surgery, Dr. Oscar Garcia Perez, pediatric surgeon, 
Hospital De La Raza, Mexico. 
Proctological Surgery, Dr. Caesar Portes, clinical assistant 
professor in proctology, Chicago Medical School. 
Colon Surgery, Dr. Jacob J. Weinstein, associate in surgery, 
George Washington University, Washington, D. C. 
Anesthesia, Dr. Hector Garcia Perez, head, anesthesia depart- 
ment, Hospital De La Raza, Mexico. 
Members of the medical profession whether 
affiliated with the academy or not are invited. For 
information write Dr. Alfred J. Cantor, Interna- 
tional Secretary, International Academy of Proc- 
tology, 147-41 Sanford Ave., Flushing 55, New 
York. 
FOREIGN 
Otorhinolaryngologist Meeting in Germany.—The 
1958 meeting of the German Society of Otorhino- 
laryngologists will be held May 19-22 in Salzburg, 
Austria, as: a joint meeting with the Austrian So- 
ciety of Otolaryngologists. The main subject will 
be “The Mucosa of the Upper Air Passages as Ob- 
served in Recent Research,” and Prof. Dr. W. Mes- 
serklinger, of Graz, Austria, will present the prin- 
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cipal lecture. For information write Prof. Dr. Hans 
Leicher, Mainz, Univ. Hals-, Nasen-, Ohrenklinik, 
Germany. 


Laboratory of Protein Research in Japan.—The 
Rockefeller Foundation has appropriated $50,000 
to Osaka University, Nakanoshima, Japan, to help 
equip a new Laboratory of Protein Research which 
will be directed by Prof. Shiro Akabori. The lab- 
oratory will bring into one program of coordinated 
research the biochemists from the Medical and 
Dental Schools, from the Faculty of Science, and 
from the Institute for Microbial Diseases. The 
laboratory will provide training and research op- 
portunities for young staff members and graduate 
students, and facilitate cooperative use of the ex- 
pensive equipment which have become increasingly 
necessary for advanced biochemical investigation. 


“Cyto-Diagnostic” Center in Vienna.—The Austrian 
Cancer Society, at a press conference in Vienna 
Feb. 28 announced the opening of the new “Cyto- 
diagnostic Centre” in Vienna. In cooperation with 
gynecological specialists throughout Austria, a con- 
certed effort for the early detection of female can- 
cer is to be carried out systematically. Annual ex- 
aminations of Austrian women over 30 are to be 
scheduled, and secretion swabs sent to the newly 
established cyto-diagnostic laboratory and stained 
according to Papanicolaou’s method. Reportedly, 
with the cooperation of the Austrian Cancer So- 
ciety, the Austrian Pathological Society, and the 
Austrian Society for Gynecology and Obstetrics, 
country-wide examinations can be given annually. 


EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification examination to be 
given henceforth twice a year for foreign medical grad- 
uates. Medical Schools in the United States and Foreign 
Countries, Sept. 23. Final date for filing application is 
June 23. Executive Director, Dr. Dean F. Smiley, 1710 
Orrington Ave., Evanston, Illinois. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 

Arnizona:* Examination and Reciprocity. Phoenix, April 16- 
18. Exec. Sec., Mr. Robert Carpenter, 826 Security Bldg., 
Phoenix. 

ARKANSAS:*® Examination. Little Rock, June 5-6. Sec., Dr. 
Joe Verser, Harrisburg. 

Cauirornia: Written. Examination. San Francisco, June 16- 
19; Los Angeles, August 18-21; Sacramento, Oct. 20-23. 
Oral Examination. San Francisco, June 14; Los Angeles, 
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August 16; San Francisco, November 15. Oral and Clinical 
Examination for Foreign Medical School Graduates. San 
Francisco, June 15; Los Angeles, August 17; San Francisco, 
November 16. Sec., Dr. Louis E. Jones, 1020 N Street, 
Sacramento. 

Covorapo:* Examination and Reciprocity. Denver, June 10- 
11. Exec. Sec., Mrs. Beulah H. Hudgens, 715 Republic 
Bldg., Denver 2. 

DevawareE: Examination and Reciprocity. Dover, July 8-10. 
Sec., Dr. Joseph S$. McDaniel, Professional Bldg., Dover. 
Fiorma:*® Examination. Miami, June 29-July 1. Sec., Dr. 

Homer L. Pearson, 901 N.W. 17th St., Miami. 

Georcia: Examination and Reciprocity. Atlanta and Augus- 
ta, June. Sec., Mr. C. L. Clifton, 224 State Capitol, At- 
lanta. 

IpanHo: Examination. Boise, July 14-16. Exec. Sec., Mr. Ar- 
mand L. Bird, 364 Sonna Bldg., Boise. 

I-trors: Examination and Reciprocity. Chicago, April 7-10. 
Superintendent of Registration, Mr. Fredric B. Selcke, Cap- 
itol Bldg., Springfield. 

InpIANA: Examination. Indianapolis, June 18-20. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

lowa:® Examination. lowa City, June 16-18. Exec. Sec., Mr. 
Ronald V. Saf, State Office Bldg., Des Moines 19. 

Kansas:*® Examination. Kansas City, June 13-14. Sec., Dr. 
F. J. Nash, New Brotherhood Bldg., Kansas City. 

Louisiana: Examination and Reciprocity. New Orleans, 
June 5-7. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans. 

MaryLanp: Examination. Baltimore, June 17-20. Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 

Massacuusetts: Examination. Boston, July 15-18. Sec., Dr. 
Robert C. Cochrane, Room 37 State House, Boston. 

MicnicaNn:* Examination. Ann Arbor and Detroit, June 9- 
11. Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 

Minnesota:*® Examination. Minneapolis, April 15-17. Sec., 
Dr. F. H. Magney, 230 Lowry Medical Arts Bldg., St. 
Paul 2. 

Missourt: Examination. St. Louis, May 30-31. Ex. Sec., Mr. 
John A. Hailey, Jefferson City. 

Montana: Examination and Reciprocity. Helena, April 1, 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

Nesraska:* Examination. Omaha, June. Sec., Mr. Husted 
K. Watson, Room 10C9, State Capitol Bldg., Lincoln 9. 

New Mexico:® Examination and Reciprocity. Santa Fe, May 
19-20. Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., 
Santa Fe. 

New York: Examination. Albany, Buffalo, New York City and 
Syracuse, June 24-26. Sec., Dr. Stiles D. Ezell, 23 S. Pearl 
St., Albany. 

Nortu Carona: Endorsement. Asheville, May 5. Examina- 
tion. Raleigh, June 16-19. Endorsement. Raleigh, June 17. 
Asst. Sec., Mrs. Louise J. McNeill, Professional Bldg., 
Raleigh. 

Nort Daxkora: Examination, Grand Forks, July 9-11. Reci- 
procity. Grand Forks, July 12. Sec., Dr. C. J. Glaspel, 
Grafton. 

Onto: Endorsement. Columbus, April 1; Examination. June 
19-21. Sec., Dr. H. M. Platter, 21 West Broad St., Colum- 
bus 15. 

OKLAHOMA:® Examination. Oklahoma City, June 3-4. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Orecon:*® Examination. Portland, April 11-12. Exec. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, 
July 8-10. Acting Sec., Mrs. Marguerite G. Steiner, Box 
911, Harrisburg. 

Ruove IsLanp:* Endorsement. Providence, March 20. Exam- 
ination. Providence, April 3-4, Administrator of Professional 

Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 

Providence. 
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Soutn Daxora:* Examination. Rapid City, August 12-13. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 

Texas:* Examination and Reciprocity. Fort Worth, June 23- 
25. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort 
Worth 2. 

Utan: Examination. Salt Lake City, July 9-11. Director, Mr 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Virncinia: Examination. Richmond, June 12-14. Reciprocity. 
Richmond, June 11. Address: Board of Medical Examiners, 
631 First St., S.W., Roanoke. 

WasHINGTON:® Examination. Seattle, July 14-16. Administra- 
tor, Mr. Thomas A. Carter, Capitol Bldg., Olympia. 

West Vincinia: Examination and Reciprocity. Charleston, 
April 14 and July (date not set). Sec., Dr. N. H. Dyer, 
State Office Bldg., No. 5, Charleston. 

Wisconsin:*® Endorsement. Madison, April 25. Examination. 
Milwaukee, July 8-10. Sec., Dr. Thomas W. Tormey, Jr., 
1140 State Office Bldg., 1 West Wilson St., Madison. 

Wyominc: Examination and Reciprocity. Cheyenne, June 2. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

ALasKA:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

Hawau: Examination. Honolulu, July 14-15. Sec., Dr. 
I. L. Tilden, 1029 Kapiolani St., Honolulu. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Avaska: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bldg., Juneau. 

Arizona: Examination. Tucson, March 18. Sec., Mr. Herman 
C. Bateman, University of Arizona, Tucson. 

ArKANSAS: Examination. Little Rock, May 5-6. Sec., Mr. 
S. C. Dellinger, Zoology Department, University of 
Arkansas, Fayetteville. 

CoLorapo: Examination and Endorsement. Denver, May 7-8. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denve: 18. 
Connecticut: Examination and Endorsement. New Haven, 
June 14. Exec. Asst., Mrs. Regina G. Brown, 258 Bradley 

St., New Haven 10. 

District oF Cov_umBia: Examination. Washington, April 
14-15. Deputy Director, Commission on Licensure, Mr. 
Paul Foley, 1740 Massachusetts Ave., N. W., Washington 6. 

FLornmwa: Examination. Miami, June 7. Sec., Mr. M. W. 
Emmel, Box 340, Gainesville. 

lowa: Examination. Des Moines, April 8. Sec., Dr. Elmer W. 
Hertel, Wartburg College, Waverly. 

Kansas: Examination. Kansas City, June 3-4. Sec., Dr. R. E. 
Stowell, University of Kansas School of Medicine, Kansas 
City 12. 

Minnesota: Examination. Minneapolis, April 1-2. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min- 
nesota, Minneapolis 14. 

New Mexico: Examination. Santa Fe, April 20. Reciprocity. 
Santa Fe, March 26. Sec., Mrs. Marguerite Cantrell, Box 
1522, Santa Fe. 

OxvLaHoMa: Examination. Oklahoma City, April 4-5. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 
SoutH Daxora: Examination. Vermillion, June 6-7. Sec., Dr. 

Gregg M. Evans, 310 E. 15th St., Yankton. 

IsLanp: Endorsement. Providence, April 30. Examina- 
tion. Providence, May 14. Administrator of Professional 
Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

Texas: Examination. April 18-19, Austin, Galveston and 
Houston. Sec., Bro. Raphael Wilson, 407 Perry Brooks 
Bldg., Austin. 

Wisconsin: Examination. Milwaukee, June 7. Sec., Mr. 
William H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 
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DEATHS 


Alexander, Elmo, Visalia, Calif.; University of 
Texas School of Medicine, Galveston, 1923; an 
associate member of the American Medical Asso- 
ciation; veteran of World War I; county health 
officer; died in the Veterans Administration Hos- 
pital in Fresno Jan. 20, aged 64, of heart disease. 


“Allen, Ellis Saunders Sr. ® Louisville, Ky.; Univer- 
sity of Louisville Medical Department, 1901; fellow 
of the American College of Surgeons; past-president 
of the Jefferson County Medical Society; served on 
the faculty of his alma mater; associated with the 
Children’s Hospital and Kentucky Baptist Hospital, 
where he died Jan. 11, aged 81. 


Allen, Homer Bryan ® Brownwood, Texas; Univer- 
sity of Texas School of Medicine, Galveston, 1919; 
fellow of the International College of Surgeons 
and the American College of Surgeons; past-presi- 
dent and secretary of the Brown—Comanche, Mills- 
San Saba Counties Medical Society; served on the 
public school board; served on the board of trustees 
of the Howard Payne College; associated with the 
Medical Arts Hospital, where he died Jan. 21, 
aged 67, of congestive heart failure and diabetes 
mellitus. 


Bardill, Albert Lawrence, Nashville, Tenn.; Univer- 
sity of Tennessee Medical Department, Nashville, 
1908; died in the Nashville General Hospital Jan. 
16, aged 72, of carcinoma of the liver. 


Barker, Joseph Walter ® Hebron, Ohio; Baltimore 
Medical College, 1898; formerly practiced in 
Newark, where he was on the staff of Newark 
Hospital; died in the University Hospital, Colum- 
bus, Jan. 19, aged 84. 


Barrett, Channing Whitney ® Montpelier, Ohio; 
Detroit College of Medicine, 1895; member of the 
American Association of Obstetricians and Gyne- 
cologists; veteran of World War I; formerly prac- 
ticed in Chicago, where he was on the faculty of 
the University of Illinois College of Medicine and 
Loyola University School of Medicine; past-presi- 
dent of the North Side Branch of the Chicago 
Medical Society;' past-president of the Chicago 
Gynecological Society; served on the staff of the 
Cook County Hospital in Chicago; died in the 
Veterans Administration Hospital, Fayetteville, 
Ark., Jan. 29, aged 91. 


Betts, Lester, Schenectady, N. Y.; Albany (N: Y.) 
Medical College, 1899; an associate member of 
the American Medical Association; fellow of the 


@ Indicates Member of the American Medical Association. 


American College of Physicians; associated with 
the Ellis Hospital, where he died Jan. 12, aged 83, 
of acute myocardial infarction. 


Bell, John Dupre, Pensacola, Fla.; Tulane Univer- 
sity School of Medicine, New Orleans, 1926; veter- 
an of World Wars I and II and the Korean Conflict; 
associated with Sacred Heart, Baptist, Pensacola 
Maternity, Our Lady of Angels, and Escambia 
General hospitals; died Jan. 28, aged 58. 


Bendick, John Joseph, Olyphant, Pa.; Bennett 
Medical College, Chicago, 1913; an associate mem- 
ber of the American Medical Association; served 
as president of the Lackawanna County Medical 
Society; formerly county coroner and county treas- 
urer; at one time medical director of Lackawanna 
County; served as medical director of the Lacka- 
wanna County Jail and the Olyphant Schools; 
veteran of World War I; died in the Veterans Ad- 
ministration Hospital in Wilkes-Barre Jan. 27, 
aged 67. 


Bippus, Edward Samuel, Lake Worth, Fla.; Mary- 
land Medical College, Baltimore, 1906; an associate 
member of the American Medical Association; 
member of the West Virginia State Medical Asso- 
ciation; formerly practiced in Wheeling, W. Va.. 
and served as president of the Ohio County Medi- 
cal Society; died Jan. 12, aged 71, of heart disease. 


Breeding, Earle Griffith ® Washington, D. C.; Uni- 
versity of Maryland School of Medicine, Baltimore, 
1913; specialist certified by the American Board of 
Otolaryngology; fellow of the American College of 
Surgeons; served as president of the Washington 
Medical and Surgical Society; formerly on the 
faculty of Georgetown University School of Medi- 
cine; veteran of World War I; for many years asso- 
ciated with the Episcopal Eye, Ear and Throat 
Hospital; died in the Doctors Hospital Jan. 16, 
aged 69. 


Bencke, John P., Cincinnati; Medical College of 
Ohio, Cincinnati, 1901; associated with the Dea- 
coness Hospital; died Jan. 14, aged 80, of cerebral 
thrombosis and hypertension. 


Benoit, Samuel Joseph ® Leominster, Mass.; Balti- 
more University School of Medicine, 1904; veteran 
of World War I; died in the Veterans Administra- 
tion Center, Bay Pines, Fla., Jan. 22, aged 77, of 
pulmonary emphysema. 

Connor, Clarence Herbert, Colonel, U. S. Army, 
retired, Pelham Manor, N. Y.; University of Vir- 
ginia Department of Medicine, Charlottesville, 
1901; service member of the American Medical 
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Association; fellow of the American College of 
Surgeons; entered the regular Army in 1902; served 
in the Philippines, on the Mexican border, and in 
World War I; retired from the Army in 1922; later 
health officer of Pelham Manor; died Jan. 26, 
aged 80. 


Cooper, Alfred John, San Diego, Calif.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1925; an associate member of the American Medical 
Association; member of the Radiological Society of 
North America; veteran of World War II; held the 
Asiatic Pacific Theater ribbon with two bronze 
stars, American defense ribbon, Victory Ribbon, 
and Unit Citation award; died Jan. 12, aged 58. 


Fabian, Abraham Appelsis ® New York City; 
Creighton University School of Medicine, Omaha, 
1934; clinical professor of psychiatry at the State 
’ University of New York College of Medicine in 
Brooklyn; specialist certified by the American 
Board of Psychiatry and Neurology; member of 
the American Psychoanalytic Association, American 
Psychosomatic Society, and the American Psychi- 
atric Association; served as clinical director of the 
Brooklyn Juvenile Guidance Center; consultant, 
Brooklyn State Hospital; died Jan. 19, aged 48, of 
acute coronary thrombosis. 


Fraser, Hugh Daniel, Ridley Park, Pa.; Jefferson 
Medical College of Philadelphia, 1897; an associate 
member of the American Medical Association; for- 
merly practiced in Philadelphia, where he was on 
the faculty of his alma mater and the Jefferson 
Hospital; died in Upland Jan. 10, aged 88. 


Gerzog, Bennett George, Brooklyn; Long Island 
College Hospital, Brooklyn, 1907; member of the 
Medical Society of the State of New York; specialist 
certified by the American Board of Otolaryngology; 
associated with Beth-E] Hospital; consulting otolo- 
gist, Maimonides Hospital and Jewish Sanitarium 
and Hospital for Chronic Diseases; died Jan 12, 
aged 71, of acute coronary thrombosis and hyper- 
tension. 


Kerr, Thomas S. S., Chicago; College of Medicine 
and Surgery, Chicago, 1900; died Jan. 11, aged 90, 
of acute myocardial failure and chronic infectious 
cystitis. 

Lamont, John G., Oklahoma City, Okla.; Trinity 
Medical College, Toronto, Ontario, Canada, 1895; 
member and at one time secretary of the North 
Dakota State Medical Association; for many years 
medical superintendent of the North Dakota State 
Tuberculosis Sanatorium in San Haven, and the 
Grafton (N. D.) State School; died Jan. 7, aged 87, 
of congestive heart failure and arteriosclerosis. 
Moses, Henry Monroe, Brooklyn; Long Island 


College Hospital, Brooklyn, 1904; an associate 
member of the American Medical Association; 
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specialist certified by the American Board of In- 
ternal Medicine; fellow of the American College 
of Physicians; served on the faculty of his alma 
mater; veteran of World War I; associated with 
Brooklyn State Hospital, Huntington (N. Y.) Hos- 
pital, Kings County Hospital, Wyckoff Heights 
Hospital, Unity Hospital, Brooklyn Cancer Insti- 
tute, and the Carson C. Peck Memorial Hospital, 
where he died Jan. 11, aged 82. 


Nelson, Fritz ® Colorado Springs, Colo.; Albert- 
Ludwigs—Universitat Medizinische Fakultat, Frei- 
burg, Baden, Germany, 1914; specialist certified 
by the American Board of Ophthalmology; member 
of the American Academy of Ophthalmology and 
Otolaryngology; lecturer in ophthalmology at the 
University of Colorado School of Medicine, Den- 
ver; served during World War I; associated with 
Glockner—Penrose, Memorial, and St. Francis hos- 
pitals; died Jan. 2, aged 67, of aneurysm of the 
aorta. 


O'Donoghue, James Horatio ® Atlantic, Lowa; 
Illinois Medical College, Chicago, 1904; past- 
president of the Twin Lakes District Medical 
Society; veteran of World War I; for many years 
served on the board of trustees of Morningside 
College in Sioux City, where he was at one time 
head of the department of chemistry; on the staff 
of the Buena Vista County Hospital; died in Coun- 
cil Bluffs, Jan. 7, aged 90, of uremia. 


Peterson, Donald Rosswell * Independence, Wis.; 
Marquette University School of Medicine, Mil- 
waukee, 1930; on the staff of St. Joseph’s Hospital 
in Arcadia; died in the Whitehall (Wis.) Commu- 
nity Hospital Dec. 30, aged 56, of a coronary dis- 
ease due to arteriosclerosis and diabetes mellitus. 


Phillipy, Frank Emory II, Nashville, Tenn.; Van- 
derbilt University School of Medicine, Nashville, 
1957; interned in pathology at Vanderbilt Univer- 
sity Hospital; died Nov. 19, aged 25, of cancer. 


Rogers, William Jehiel, Cleveland; Western Re- 
serve University School of Medicine, Cleveland, 
1914; member of the Ohio State Medical Associa- 
tion and the American Academy of General Prac- 
tice; associated with the Grace Hospital, where he 
died Dec. 22, aged 69, of coronary occlusion. 


Schiick, Franz, New York City; born in Breslau, 
Germany, Oct. 24, 1888; Schlesische—Friedrich- 
Wilhelms—Universitat Medizinische Fakultat, Bres- 
lau, Prussia, Germany, 1911; service member of 
the American Medical Association; in 1934 received 
a two-year appointment as a research fellow of the 
Rockefeller Foundation and became a lecturer at 
New York University College of Medicine; later 
placed in charge of neurosurgery at Queens General 
Hospital; during World War I won the German 
Iron Cross, Ist and 2nd class, and the Turkish 
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Medal with Crossed Swords; during World War II 
was called to Washington, D. C., to become medi- 
cal consultant to the physical-fitness program of 
the United States Public Health Service; senior 
neurologist, New York Regional Office, Veterans 
Administration; died Jan. 19, aged 69, of uremia 
and cancer. 


Sigler, Richard Roberts, Bozeman, Mont.; Univer- 
sity of Louisville (Ky.) School of Medicine, 1924; 
veteran of World War I; an associate member of 
the American Medical Association; fellow of the 
American College of Surgeons; died in Mesa, Ariz., 
Jan 2, aged 62. 


Stefanski, Helen Fadora, Chicago; Loyola Univer- 
sity School of Medicine, Chicago, 1916; died Jan. 2, 
aged 68, of acute coronary thrombosis, hyperten- 
sion, and arteriosclerosis. 


Stone, Edna Miller ® St. Louis; Barnes Medical 
College, St. Louis, 1909; associated with Evangeli- 
cal Deaconess Hospital and St. Anthony Hospital; 
died in the St. Louis Chronic Hospital Jan. 9, aged 
79, of myocardial infarction, arteriosclerotic heart 
disease, and diabetes mellitus. 


Tanguay, Joseph Edgar ® Woonsocket, R. I.; Uni- 
versity of Bishop College Faculty of Medicine, 
Montreal, Que., Canada, 1899; past-president and 
secretary of the Woonsocket District Medical So- 
ciety; for many years an examining physician for 
the school department; associated with the Woon- 
socket Hospital; died Jan. 5, aged 81, of coronary 
thrombosis, lymphatic leukemia, and _ diabetes 
mellitus. 


Walker, Howard Monroe ® Spartanburg, S. C.; 
University of Texas School of Medicine, Galveston, 
1921; specialist certified by the American Board of 
Radiology; member of the Radiological Society 
of North America and the American College of 
Radiology; died in the Duke University Hospital, 
Durham, N. C., Nov. 26, aged 59, of pulmonary 
edema. 


Wayman, Cecil Lafayette, Murfreesboro, Tenn.; 
Central College of Physicians and Surgeons, In- 
dianapolis, 1903; served on the staff of the Veterans 
Administration Hospital; died Jan. 4, aged 80, of 
cardiovascular disease. 


Weisberg, William Wiener ® Oak Park, Mich.; 
University of Michigan Medical School, Ann Arbor, 
1941; member of the American Academy of General 
Practice and the Industrial Medical Association; 
veteran of World War II; died in the Sinai Hos- 
pital, Detroit, Nov. 23, aged 41, of digitoxin intoxi- 
cation. 


West, Paul Leroy, Wenatchee, Wash.; Colorado 
School of Medicine, Boulder, 1902; fellow of the 
American Public Health Association; veteran of 


World War I; served as district health officer of 
Chelan-—Douglas County; on the staff of St. An- 
thony’s Hospital, where he died Dec. 2, aged 84, 
of a cerebral accident. 


West, Walter Raymond ® Idaho Falls, Idaho; Uni- 
versity of Cincinnati College of Medicine, 1925; 
fellow of the International College of Surgeons; 
member of the American Academy of General 
Practice; served on the staff of Sacred Heart Hos- 
pital and as president of the staff of Idaho Falls 
Latter Day Saints’ Hospital, where he died Jan. 2, 
aged 62, of cancer. 


Willcutt, Clarence Elvin ® Phoenix, Ariz.; State 
University of lowa College of Medicine, lowa City, 
1909; died in St. Joseph’s Hospital Jan. 8, aged 74, 
of dissecting aneurysm, arteriosclerosis, arthritis, 
and myocardial infarction. 

Willis, Carson Allen, Denver; University of Mary- 
land School of Medicine, Baltimore, 1904; an asso- 
ciate member of the American Medical Association; 
member of the West Virginia State Medical Asso- 
ciation; formerly practiced in Huntington, W. Va.. 
where he was associated with the Veterans Admin- 
istration Hospital; died Jan. 12, aged 79, of chronic 
myocarditis and arteriosclerosis. 


Winslow, Floyd Stone ® Rochester, N. Y.; born in 
Henrietta, N. Y., May 17, 1880; Cornell University 
Medical College, New York City, 1906; for nearly 
25 years a member of the House of Delegates of 
the American Medical Association; past-president, 
and for 23 years chairman of the public relations 
committee of the Medical Society of the State of 
New York; past-president of the Medical Society 
of the County of Monroe; the Newspaper Re- 
porters’ Association of New York honored him with 
its Byline Service Award, primarily for his efforts 
in developing a guide of cooperation between the 
medical profession and the various public infor- 
mation media, a resolution adopted by his county 
society when members honored him said that for 
“20 years he has nurtured, cajoled, inspired, and 
molded physician thinking about the value of public 
relations;” veteran of World War I; fellow of the 
American College of Surgeons; served as president 
of the Rochester Pathological Society and the In- 
ternational Cornell Alumni Corporation; health 
officer of Henrietta; for many years coroner's physi- 
cian of Monroe County; in 1949 the Award of 
Merit for distinguished service was presented to 
him by the Rochester Academy of Medicine; asso- 
ciate in pathology, University of Rochester Schoo] 
of Medicine and Dentistry; consultant at the 
Rochester General Hospital and associate patholo- 
gist, Strong Memorial Hospital; president of the 
board of managers of Iola Sanitarium; died in his 
sleep Feb. 18, aged 77. 
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AUSTRIA 


Surgical Treatment of Pulmonary Diseases in Chil- 
dren.—Dr. H. H. Hartl at the November meeting 
of the Society of Pediatrics of Vienna said the 
current opinion that the treatment of pleuropul- 
monary abscesses and pleural empyema in infants 
and young children has become a medical rather 
than surgical problem as the result of antibiotics 
can no longer be held because of the emergence 
of antibiotic-resistant organisms, especially hemo- 
lytic staphylococci. In a recent series of patients 
treated by Hartl, all staphylococci were resistant 
to penicillin. Resistance to tetracycline is also in- 
creasing, and as a result surgical treatment is 
necessary in an increasing proportion of patients. 
Results can be improved by more frequent and 
earlier employment of suction drainage which pro- 
vides continuous drainage of pus, prevents its in- 
spissation, and reduces the coagulation of fibrin. 
The lung reexpands, and during intrapleural ther- 
apy the concentration of antibiotics becomes maxi- 
mal by virtue of the smaller surface. Furthermore, 
antibiotics can be instilled intrapleurally without 
painful puncture. Through cooperation between 
pediatrician and surgeon in the matter of de- 
termining the optimal time for treatment in each 
individual patient, the percentage of resections 
required was reduced from 45.4 to 20.8%. 

Of 47 operations on a series of 35 children rang- 
ing in age up to two years, 35 consisted of suction 
drainage. Five patients died, and in nine others 
healing could not be obtained. In one of the two 
on whom pneumonectomy was performed, it was 
impossible to collapse the abscess, and lobectomy 
was necessary. If in patients with chronic empyema 
the pus has been removed by suction drainage, if 
there is no bronchial fistula, and if the lung fails 
to become inflated or collapses again, then under 
barbiturate anesthesia and with a synthetic muscle 
relaxant the bronchial tree is drained by suction 
through a bronchoscope, and intubation and open 
aspiration drainage are performed and the col- 
lapsed lung is inflated, using a slight positive 
pressure so that the air of the pleural cavity 
escapes through the drainage tube. The success 
of this procedure can be evaluated at once by 
auscultation or fluoroscopy. In this way it is pos- 
sible to obtain a complete inflation of the lung, 
and this probably saved a number of children 
from the necessity of decortication. When the 
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suction drainage fails in the presence of bronchial 
fistula or a perforated bronchiectatic cavity, decor- 
tication and pulmonary resection become neces- 
sary. Suction drainage was generally carried out 
for acute empyema. Those who required pulmonary 
resection were generally in poor condition as the 
result of prolonged chronic suppuration. Only close 
collaboration between pediatrician and surgeon 
can improve the results of the treatment of pleuro- 
pulmonary suppurations in children under two 
vears old. 


BRAZIL 


Oral Lesions of Paracoccidioidomycosis.—At a 
meeting of the Associagao Paulista de Medicina, Dr. 
José B. Fonseca reported a series of 25 patients 
with paracoccidioidomycosis on whom odontosto- 
matological examinations including roentgeno- 
graphic, mycological, and histopathological studies 
were made. He concluded that the widespread hab- 
it of rubbing the gums to relieve itching aids in the 
dissemination of the parasite through the lymphatic 
channels to the deep layers without the presence of 
superficial lesions of the gums. This would explain 
the presence of the fungus in peridental tissues 
without concomitant gingival ulcers in 11 of the 
patients. Once established in the peridental tissues, 
the parasite may cause intense osteolysis, cementol- 
ysis, and fibrolysis, which explains the rapid loosen- 
ing of the teeth. In the body of the maxillas the 
speaker found a process of osteosclerosis with con- 
comitant destruction of the alveolar apophyses. The 
fungus showed preference for the peridental struc- 
tures, perhaps because of their abundant lymphoid 
tissue. In such locations it was especially resistant 
to sulfonamides. On the other hand in 7 pulps and 
in 15 granulomas resulting from pulpal lesions, as 
well as in patients with peridental or gingival local- 
ization of the fungus, such resistance was not 
found. The direct search for Blastomyces brasilien- 
sis in the exudate from gingival pouches was posi- 
tive in two patients with common periodontitis. 
Dentists should be sure to get a laboratory report 
on specimens taken from their patients and the co- 
operation of a physician whenever this disease is 
suspected. 


The Coombs Test.—A study of 22 patients by Dr. 
G. M. Leite and co-workers (Revista paulista de 
medicine, vol. 51, 1957) indicates that the Coombs 
test alone is not always diagnostic. All the patients 
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in this series had anemia in some form. The Coombs 
test was positive in four of seven patients with ac- 
quired idiopathic hemolytic anemia, in two with 
hemolytic anemia associated with hepatic cirrhosis, 
in one with megaloblastic achylic anemia presenting 
evidence of hemolysis, in one with macroglobu- 
linemia with hemolytic anemia, and in one with 
aplastic anemia unaccompanied by hemolysis. The 
direct and indirect tests were negative in three 
of seven patients with idiopathic acquired hemolyt- 
ic anemia, in two with nocturnal paroxysmal hemo- 
globinuria, in three with constitutional spherocytic 
anemia, and in one with each of the following dis- 
eases: hypoplastic anemia, acute lymphatic leu- 
kemia, sickle-cell anemia, lymphosarcoma, and hy- 
pochromic anemia. 

In one patient the red blood cells, after having 
been washed several times in saline solution, be- 
“ame negative to the Coombs test. In another the 
test became positive only after the erythrocytes 
were washed six times in saline solution. Presum- 
ably, in this case there was an excess of antibody, 
even after the third washing, with the occurrence 
of a zone phenomenon. The authors concluded that 
(1) the direct Coombs test is not positive in all 
patients with acquired hemolytic anemia, other 
serologic tests being more useful; (2) a positive 
direct Coombs test cannot be the basis for a definite 
diagnosis of hemolytic disease in the active phase 
and does not mean that a free antibody exists in the 
serum; (3) the antibody or substance responsible 
for the erythrocyte sensitization is, in some cases, 
removable by successive washings in saline solution, 
being able to produce a zone phenomenon; and 
(4) the Coombs test is negative in the congenital 
hemolytic form of anemia. 


Occult Bone Metastases.—Dr. Vinicius Faria and 
co-workers (Boletim do hospital dos servidores, 
vol. 9, 1957) reported on four women 42, 43, 49, 
and 52 years of age, respectively, who had had a 
mastectomy because of cancer and who long after 
the operations complained of bone pains even 
though roentgenograms did not reveal any metasta- 
ses. Zones of osteolysis were found later at these 
painful sites. In such patients a tentative diagno- 
sis of bony metastasis should be made even in the 
absence of x-ray evidence. 


FRANCE 


Poliomyelitis Vaccine.—A new laboratory for the 
manufacture of the Lepine poliomyelitis vaccine 
was opened near Paris. Production will be 500,000 
ampules a week, and it is hoped to increase this 
shortly to 1,500,000 weekly. The process, based 
on work done by Professor Lepine of the Pasteur 
Institute, involves the use of monkey kidney. When 
in full production the laboratory will use 100 mon- 
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keys a week for the preparation of the vaccine. 
About a million French children have received the 
Lepine vaccine, and subsequently tests for immu- 
nity have been made on about 20% of them. The 
tests show that the vaccine affords good protec- 
tion. The number of cases of poliomyelitis in 
France increased last year, when 4,000 cases were 
reported, compared with 1,200 in the previous year. 


INDIA 


Prolonged Anticoagulant Treatment.—Shah and 
Phear (Journal of the Association of Physicians of 
India, vol. 6, January, 1958) treated 44 outpatients 
with anticoagulants (phenindione, bishydroxycou- 
marin, and ethyl biscoumacetate) for 3 to 80 
months. Since 1953, the first of these drugs was 
used in almost all the patients, the dose varying 
from 25 to 150 mg. daily, according to the pa- 
tient’s response. After an initial period in the hos- 
pital when daily prothrombin estimations were 
made and the dose established, the patients were 
asked to attend a special outpatient clinic for fur- 
ther estimations at intervals from one to eight 
weeks. The aim was to maintain the prothrombin 
level at 15 to 35% of normal. Levels of less than 
10% were considered dangerous and levels higher 
than 50% indicated that the treatment was inef- 
fective. The patients were asked to go to the hos- 
pital immediately in the event of bleeding or un- 
toward symptoms. They were also supplied with 
10-mg. capsules of vitamin K. The patients in- 
cluded in the study suffered from coronary heart 
disease, rheumatic heart disease with multiple em- 
boli, and recurrent peripheral thrombosis. 

The results on the whole were satisfactory. One 
patient with recurrent peripheral thrombosis died 
of internal hemorrhage during the course of treat- 
ment, and the autopsy showed acute hemorrhagic 
pancreatitis and extensive subarachnoid hemor- 
rhage. There were 13 patients with two or more 
attacks of myocardial infarction. Two patients died 
of a further infarction and one died of congestive 
failure. The remaining 10 had no further infarc- 
tions. In six patients with severe angina, no in- 
farction occurred, and all showed an increase in 
effort tolerance. Of eight patients with rheumatic 
heart disease, one took anticoagulants for only 
four months and was not included in the results. 
In this group only one possible embolism occurred 
during treatment. There was a striking decrease 
in the frequency of emboli. The remaining 17 had 
recurrent peripheral thromboses. In two, venous 
thrombosis recurred. One died of congestive car- 
diac failure and there was one death due to in- 
ternal bleeding, as already mentioned. Of the 44 
patients, minor hemorrhagic episodes such as hema- 
turia and epistaxis occurred in only 8 patients 
during treatment. 
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Progress in Research.—Inaugurating the annual 
meeting of the Indian Council of Medical Re- 
search in Lucknow, the Union Health Minister 
said that malaria was now a vanishing disease due 
to the easy availability of synthetic antimalarial 
drugs. Early in 1957, reports were received by the 
Virus Research Center in Poona, of excessive mor- 
tality among monkeys in the forests of Mysore 
State. Teams sent out by the Center found that 
villagers in that area were also dying of some kind 
of fever. Within one month the Center was able 
to show that the epidemic was caused by a virus 
belonging to the Russian spring and summer en- 
cephalitis group and transmitted through ticks. 
Field rodents in the forest area were the most 
likely reservoirs of infection. 


Susceptibility of Mosquitoes to DDT.—Rao and 
Bhatia (Indian Journal of Malariology, vol. 11, 
September, 1957) stated that measurements by the 
World Health Organization technique of the sus- 
ceptibility to DDT of caught female specimens 
of Anopheles culicifacies were made in widely 
scattered localities in the Bombay State. The areas 
surveyed included those unsprayed and_ those 
where spraying had been in progress for one to 
eight years. The type of DDT used was either the 
para-para or the technical. Due allowances for the 
higher mortalities obtained with the para-para type 
were made in interpreting the results and compar- 
ing with those obtained by others. The median 
lethal concentrations (MLC) for A. culicifacies 
ranged between 0.24 and 0.54% with the para-para 
type and between 0.5 and 0.6% with the technical. 
In the unsprayed areas the MLC were between 
0.24 and 0.38% with the para-para type and in 
sprayed areas they were between 0.41 and 0.54%. 
No significant lowering of susceptibility was dis- 
covered even in areas where DDT had _ been 
sprayed for eight years. A vigil must be main- 
tained because of the theoretical possibility of the 
sudden appearance of DDT-resistant mutants. 


UNITED KINGDOM 


Exercise and Slimming.—Passmore (Lancet 1:29, 
1958) believes that exercise is a useful adjunct in 
the treatment of obesity in sedentary workers. His 
evidence is an experiment carried out on an obese 
dog, in which periods of confinement to its kennel 
were alternated with a period of light exercise and 
one of hard exercise. The average daily food con- 
sumption was 378 Gm. (0.8 Ib.) during the first 
sedentary period, 331 Gm. (0.7 Ib.) during the 
period of light exercise, 396 Gm. (0.9 Ib.) during 
the second sedentary period, and 391 Gm. during 
the period of hard exercise. Over the whole period 
the weight fell from 25 to 22.6 kg. (55.2 to 49.8 
lb.). In this animal, a short period of exercise did 
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not increase the appetite above that of the seden- 
tary level, as has been suggested is the case in 
human beings. The result supports the belief that 
a certain minimal level of physical activity is neces- 
sary for the appetite to function with precision and 
to adjust food intake to requirements. If this hy- 
pothesis can be substantiated in man, it has great 
practical importance in the treatment of obesity. 
The sedentary character of the life led by most 
urban people is not generally recognized, accord- 
ing to Passmore. Even military cadets and coal 
miners, members of two of the most physically 
active occupations, spend about 75% of their work- 
ing day lying, sitting, or standing. The daily physi- 
cal activity of many thousands of light workers 
and housewives may be below the threshold needed 
for appetite to function normally. They may over- 
eat and become obese. If this is so the first duty 
of their physician is to prescribe a suitable regimen 
of physical activities. 


Smoking Deterrents.—To assess the usefulness of 
lobeline as a smoking deterrent, Miley and White 
(Brit. M. J. 1:101, 1958) compared the efficacy of 
tablets containing (1) 1 mg. of lobeline hydrochlo- 
ride, 15 mg. of sodium bicarbonate, 125 mg. of dried 
aluminium hydroxide gel, and 0.32 mg. of copper 
sulfate, (2) the same without the lobeline, and (3) 
the same as (2) without the copper sulfate. Pa- 
tients were told to take two tables every four hours, 
up to a daily maximum of eight. The tablets were 
to be retained in the mouth for a few seconds, to 
allow the copper sulfate to have some effect. The 
60 volunteers who took part in the trial were seen 
7 and 14 days after the start of the trial; 25% were 
successful in cutting out or drastically reducing 
their daily cigarette consumption, regardless of the 
type of tablet used. Slightly over 50% were smok- 
ing less towards the end of the second week than 
when they first started, irrespective of the type of 
tablet used, and less than 25% failed to respond at 


all. 


Identification from Immature Bones.—The first re- 
port of medicolegal identification which, in the 
absence of all soft parts, had to be based on the 
estimation of age, sex, and height from portions of 
immature human bones, was made by Imrie and 
Wyburn (Brit. M. J. 1:128, 1958). In March, 1956, 
a skull, mandible, some loose teeth, and 128 sepa- 
rate pieces of bone, many partially destroyed, were 
found scattered over an area of a few hundred 
square yards of hillside in the west of Scotland. 
From this unpromising material, the authors con- 
cluded that the bones were part of the skeleton of 
a boy, age of from 12% to 13% years, with an esti- 
mated height of 147 cm. (4 ft. 10 in.). Eleven 
months before the discovery of the bones, an or- 
phan, aged 13 years 11 months, had been reported 
missing from an institution in the same county, 
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and had not been found. The last height measure- 
ment of him was 136 cm. (4 ft. 6 in.), in April, 
1954. As he had grown 3.2 cm. 1.2 in.) in the pre- 
ceding four months, it was considered reasonable 
to assume that he would have been 5 to 7.5 cm. 
(2 to 3 in.) taller when he disappeared in April, 
1955. The dental record of the missing boy cor- 
responded to the dental condition as indicated by 
the eruption pattern and the dental casts of the 
fragments found. This strong presumptive evidence 
satisfied the authorities that the recovered bones 
were those of the missing boy. 


Clean Air.—According to an article in Lancet (Jan. 
4, 1958) the National Smoke Abatement Society 
on Jan. 1 changed its name to the National Society 
for Clean Air, in recognition of its widening scope. 
The Beaver committee estimated that the most 
heavily pollutedareas could be made smokeless in 
10 to 15 years ‘if smoke-contro] areas could be 
extended by 300,000 acres yearly; but the total for 
1957 was only 489, and that projected for 1958 
less than 10,000 acres. Continued and increasing 
publicity and public education on this subject are 
badly needed. 


Burns.—W. E. M. Wardill ( Brit. M. J., Jan. 4, 1958) 
stated that paraffin styves are commonly used in 
Iraq for cooking, and {accidents with these often 
cause extensive burns,\ especially of women and 
children. The patients are treated in surgical wards 
of the Royal Hospital, Baghdad, and the basis of 
the method is to expose the burned surfaces to 
the air. As soon as the patient is fit, he is placed 
in a warm bath containing cetrimide, and _ this 
bath is repeated every two or three days. Early 
ambulation is an important part of the treatment. 
At the first bathing loose epidermis and _ blisters 
are removed. The resulting granulating surfaces 
of deep burns are again exposed and bathed at 
intervals, and the granulations remain flat and 
smooth with little infection, so that exudation is 
minimal. With no septic absorption from the burn, 
fever is unusual. Antibiotics are not used routinely 
since they do not alter the course of healing. In a 
series of over 400 burned patients treated by this 
method skin grafting was rarely required. The 
most significant feature was the freedom from in- 
fection. This was probably related more to en- 
vironmental conditions than to technique. During 
most of the year the ward temperature is between 
80 and 90 F and the relative humidity between 
20 and 30%. These factors probably further bac- 
teriostasis. 


Family Studies in Respiratory Infections.—Cruick- 
shank and co-workers (Brit. M. J. 1:119, 1958) 
made a two-year clinical and bacteriological study 
of respiratory illmess in families living in a work- 
ing class area of London. All families studied con- 
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sisted of two parents and three children. They were 
visited by a pediatrician or nurse, who, besides 
making clinical examinations, took nasal swabs from 
all members of the family every fortnight. Such 
_possible environmental factors as maternal care, 
extent of outside contacts, dampness of the house, 
adequacy of the diet, overcrowding, and kind of 
clothing worn were analyzed, but only overcrowd- 
ing and possibly inadequate clothing were found 
to be associated with the incidence of acute upper 
respiratory illness. The increased clinical secondary 
attack rate seen in the more crowded families was 
confirmed by the higher rate of apparent type- 
specific transfer of pneumococci in these families. 
Infections appeared to be most often introduced by 
the youngest or preschool children, that is by the 
more susceptible members of the family. Even in 
overcrowded working-class areas the school child 
is the most frequently exposed to infection outside 
the family and is a potent disseminator of infec- 
tion within the family. This view was confirmed 
by the greater frequency of transfer of pneumo- 
cocci and the higher carrier rates of hemolytic 
streptococci among schoolchildren. The carrier 
rates for pneumococci were increased after the on- 
set of acute coryza, but there was no evidence that 
the pneumococci were casually related to the latter. 

Changes in the weather appeared to affect the 
frequency with which colds were introduced into 
the household and the ease of transfer. This was 
probably partly due to changes in host suscepti- 
bility following abrupt seasonal changes in temper- 
ature and other climatic factors. Undue suscepti- 
bility to colds was shown to be a characteristic of 
individual] children but not of families as a whole. 
Sore throats often occurred without members of the 
family harboring hemolytic streptococci. Sore throat 
appeared to be a result of more than one type of 
infection. Sore throats and coryza occurred just as 
frequently in children without as in those with 
tonsils although the throats of those without tonsils 
harbored fewer streptococci. 


Home Care of Elderly.—A pilot experiment in geri- 
atric rehabilitation in the home was undertaken 
by the geriatric unit of the Belfast City Hospital 
(Lancet, Jan. 4, 1958). The reason for the study 
was a belief that some elderly invalids were get- 
ting fairly good home care but that their recovery 
was delayed or even prevented through lack of 
facilities usually found only in a hospital. Of 272 
patients initially referred by their physicians 85 
were thought suitable; 37 of these had hemiplegia 
and 28 had arthritis. In treatment the mainstay 
was physiotherapy, with emphasis on what the 
patient and his relatives could do at home. About 
56 made a satisfactory recovery. The cost of the 
treatment averaged $2 for each visit by the physio- 
therapist, but to get similar results with the pa- 
tient in the hospital would have cost much more. 
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Less than a third of the patients referred were 
suitable, and in making the decision for treatment, 
good home circumstances were considered as im- 
portant as a medical condition capable of improve- 
ment. For most of the aged sick at home, who 
would be unlikely to benefit from treatment of 
this kind, the team believed that more could be 
done if the existing services were better coordi- 
nated. They suggested that every area should have 
a counseling center for the general practitioner 
that could provide a skilled social worker to assess 
the home situation, with power to focus all the 
necessary services where they are needed. 


Brucellosis Treated with Novobiocin.—Hitherto no 
specific antibiotic has been effective in the treat- 
ment of brucellosis. Although improvement has 
been reported with chlortetracycline and strepto- 
mycin, relapse occurs later. Gost (Lancet 1:19], 
1958) reports the successful treatment of 26 pa- 
tients with novobiocin. Of these, 20 had a positive 
blood culture and the remaining 6 a positive ag- 
glutination test. Treatment was started with the 
antibiotic when the disease was at its height. By 
the fifth day of treatment the fever was resolved 
by crisis and such symptoms as headache, ar- 
thralgia, insomnia, and anorexia disappeared. The 
spleen gradually returned to its normal size. Doses 
of 250 mg. were given by mouth every four hours 
until the day after the temperature dropped and 
then every six hours for nine days. The 26 patients 
were discharged from hospital without symptoms 
and no relapse has been reported. The only side- 
effect noted was an urticarious reaction in two 
patients. 


National Coal Board Medical Service.—Since the 
coal mines were nationalized the National Coal 
Board has spent $8,400,000 on the development of 
its medical service. It now employs 77 physicians. 
The bulk of the capital expenditure has gone on 
the building and equipping of medical centers at 
the mines and gas and coke works, which are also 
controlled by the coal board. About 50 medical 
centers have been built each year. By the end of 
1957, 322 medical centers staffed by nurses and 
570 unstaffed centers have been built. Twenty 
thousand men working in or associated with the 
coal mines have been trained to give morphine in 
cases of severe injury, and during the last two years 
2,957 injections of morphine have been given. The 
annual expenditure of the coal board on med- 
ical services is about $7.50 per man annually. Later 
this year a chest radiography scheme will be started 
in all the mines, and this will increase the annual 
cost to $8.30 per man. 


Suburban Neurosis.—There is evidence that a neu- 
rosis commonly develops in working class city 
dwellers who subsequently move to the suburbs. 
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Since the war large blocks of apartments and 
miniature communities have’ sprung up in these 
areas. New surroundings, separation from friends 
and relatives, higher rents, installment buying, and 
increases in family have produced social and finan- 
cial anxieties. Most wage-earners still work in the 
cities, but the women tend to remain socially iso- 
lated in their new homes. This loss of friends, rela- 
tives, and the social amenities of the city, together 
with financial worry, has produced a typical anx- 
iety pattern. Martin and co-workers ( Brit. J. Prev. 
& Social Med. 11:196, 1957) investigated the inci- 
dence of neurotic and psychotic illness in these 
emigrants from the cities. As sources of informa- 
tion they used mental hospital admissions, referrals 
to psychiatric outpatient clinics, consultations with 
general practitionérs, and interviews with the peo- 
ple themselves. Examination of records of admis- 
sions to mental hospitals, covering the areas with 
new housing developments, showed that these ad- 
missions were more than 50% above the national 
average, and the incidence of neurosis was twice 
as high. Reactive depression in the women was 
the commonest condition. The discharge rate, how- 
ever, was high and the period of hospitalization 
short. Psychiatric outpatient attendances were 
twice as many as in the neighboring cities. 

The general practitioners reported a much higher 
incidence than would be expected on a national 
basis of psychosis, anxiety neurosis, sleep disturb- 
ances, anorexia, debility, unexplained fatigue, de- 
pression, headache, duodenal ulcer, asthma, and 
allergy. The incidence of most of these was double 
and in some conditions four times the national av- 
erage. Direct interviews revealed a self-diagnosis 
of nervous tension in 22.3%, compared with the 
expected figure of 12.6%. Neurotic symptoms were 
most prevalent in those who had only recently 
moved into their new homes. These symptoms were 
attributable to loneliness, particularly in the wom- 
en. It is argued that social planning in these new 
communities is just as important as town planning. 
The provision of social amenities might save money 
at present spent on psychiatric treatment. 


Mass Production.—“Mass produced gas, mass pro- 
duced water, and mass produced roads are all very 
well, but mass produced social and medical serv- 
ices can sometimes do as much harm as good,” 
according to Dr. J. D. Kershaw, health officer for 
Colchester, in his annual report for 1956. 


Chlorothiazide.—The result of clinical trials on the 
new oral nonmercurial diuretic, chlorothiazide (6- 
chloro-7-sulfanyl-1,2, 4-benzothiadiazine-1, 1-diox- 
ide), were reported by Slater and Nabarro (Lan- 
cet 1:124, 1958). In vitro it inhibits carbonic 
anhydrase, but in vivo it causes a great increase 
in the rate of excretion of chloride and sodium 
without producing acidosis. The drug was given 
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to patients with edema due to the nephrotic syn- 
drome and congestive heart failure, and with 
ascites resulting from portal hypertension. Before 
treatment with chlorothiazide there was a control 
period of four to eight days on a diet of fixed 
sodium and chloride content. Blood pressure and 
body weight were recorded daily and electrolyte 
and protein levels of plasma and urine determined 
by standard methods. The pH of the urine was 
estimated immediately after collection. 

Treatment with chlorothiazide was followed by 
a prompt and profuse diuresis, with increased ex- 
cretion of chloride and sodium. In this respect it 
resembles the diuretic action of the organic mer- 
curial compounds. A different effect, attributable 
to carbonic anhydrase inhibition, was observed in 
short-term studies, and this secondary action was 
thought to be responsible for the hypokalemia pro- 
duced by chlorothiazide. This was difficult to con- 
trol by oral potassium supplements. The authors 
believed that the drug was a most effective diu- 
retic, which could be given for several months 
without any side-effects except hypokalemia. One 
patient; however, became resistant to it after two 
months, They concluded that it might be safer 
than the mercurials in renal cases, and that it was 
more effective than acetazolamide and better tol- 
erated than aminometridine. Although chlorothia- 
zide is an effective diuretic, a restricted salt intake 
was necessary in many patients. It seemed to be 
well tolerated, and unlike most oral diuretics it 
rarely produced gastrointestinal upsets. The hypo- 
kalemia produced by chlorothiazide must be borne 
in mind as it may potentiate the toxic effects of 
digitalis on the heart. 


Carcinoid Tumor Secreting 5-Hydroxytryptophan. 
—The syndrome associated with carcinoid metas- 
tasizing argentaffinomas was well documented by 
Sandler and Snow (Lancet 1:137, 1958). Many of 
the manifestations can be attributed to an excess 
of 5-hydroxytryptamine (5-HT). The authors noted 
certain atypical features in some of the reported 
cases and in one of their own patients with car- 
cinoid tumor. Their findings suggest that these be- 
long to a distinct clinical group in which the tu- 
mors produce 5-hydroxytryptophan (5-HTP), which 
is the biochemical precursor of 5-HT. The patient 
had flushing attacks precipitated by food or alco- 
hol and diminshed by antihistaminic drugs, but 
not the diarrhea commonly associated with car- 
cinoid tumor. 5-HT was present in the urine with 
about five times as much 5-HTP and smaller 
amounts of 5-hydroxyindoleacetic acid. Chromato- 
grams of the patient’s urine bore a striking resem- 
blance to those obtained from the urine of six 
normal ‘subjects given 5-HTP intravenously. It 
therefore seemed likely that in this case the prin- 
cipal metabolite of the tumor was 5-HTP, which, 
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when released into the bloodstream, was partially 
decarboxylated to 5-HT. There was also an in- 
creased urinary excretion of histamine, which could 
be accounted for by the fact that 5-HT is a hista- 
mine liberator. There may be a distinct clinical 
group of carcinoid tumors providing 5-HTP rather 
than 5-HT. 


Cancer Education.—A report appeared in the Brit- 
ish Medical Journal of Jan. 11 on the Manchester 
Committee on Cancer, which has completed the 
fifth year of an experiment in public education. 
The campaign emphasized the hopeful outlook for 
cancers of the breast, cervix uteri, and skin. In 
towns of Southeast Lancashire and North Cheshire 
where the scheme has been conducted, over 700 
lectures have been given to lay organizations and 
summarized in local newspapers. Publicity has 
been maintained at a high level of intensity so 
that any ill-effects would have come to the notice 
of general practitioners. The opinions of physicians 
practicing in the areas concerned were gathered. 
While only one was skeptical of the usefulness of 
the scheme, not one thought the scheme harmful. 
None has been caused any work he considered 
unnecessarily onerous. The results obtained in this 
inquiry indicated that it is possible to saturate a 
given area with carefully devised publicity over a 
period of years with little or no undesirable con- 
sequence for either patient or physician. 


Radiation Hazards.—The chairman of the Atomic 
Energy Authority reporting on the accident at the 
Windscale plant in October recommended the for- 
mation of a committee to study and report on 
health and safety organization in the A. E. A. This 
committee (Brit. M. J. [Jan. 18] 1958) recom- 
mended closer cooperation between the eight gov- 
ernment departments concerned with atomic en- 
ergy and more efficient integration of the services 
of the expert scientific advisers. There are diffi- 
culties in staffing in the field of health physics, as 
it is a recent specialty requiring men trained in 
medicine, radiobiology, engineering, and general 
science. The committee suggested that a supply 
of such men be trained. In such accidents as the 
one at Windscale, fission products might be re- 
leased into the atmosphere, and the fall-out of 
fission products, the degree of contamination of 
the surrounding pastures and water supplies, and 
a consideration of the half-lives of the fission prod- 
ucts concerned will indicate the potential long- 
term hazard. Isotopes of strontium and iodine are 
most important, as both are deposited on pasture 
and. soil, the strontium becoming incorporated in 
soil and plants. Public knowledge is still lacking 
on this subject, which makes public relations diffi- 
cult, people usually fearing what they do not 
understand. 
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CORRESPONDENCE 


RESEARCH CONTROLS 


To the Editor:—The activities of the American 
Association of Dental Editors described below had 
their origin in a disturbing review of the litera- 
ture by O. B. Ross Jr. appearing in THE JOURNAL 
(145:72 [Jan. 13] 1951). Ross, in a paper entitled 
“Use of Controls in Medical Research” reported 
that of 100 unselected consecutive papers appear- 
ing in highly respected medical journals, in only 
27% was the research well controlled, in 45% it 
was uncontrolled, in 18% it was inadequately con- 
trolled, and in 10% no controls were possible. The 
Ross report also emphasized that the experimental 
control “is not just a tool of highly specialized 
teachers or research men” but that men at the grass 
roots of medical practice and theory “must learn 
to evaluate various treatments and procedures.” 

The Ross study demonstrated that, wherever the 
responsibility lies, the job of rejecting manuscripts 
for publication which do not report suitable ex- 
perimental controls is not being carried out thor- 
oughly enough. Thus, a study was undertaken (1) 
to develop the thesis of the essentiality of experi- 
mental controls in research; (2) to examine the 
legitimate possible exceptions or exemptions from 
this general principle; (3) to delineate at least 
some of the reasonably acceptable forms of con- 
trol procedures; (4) to correlate this material into 
a message encouraging the proper use of controls 
in research and discouraging the lack or inade- 
quate use of controls; (5) to direct this codifica- 
tion of principle to authors, journal readers, con- 
sultants, researchers, and editors; and (6) to 
provide a backbone of opinion which would serve 
subsequently to support editors and others ac- 
corded the unenviable task of either approving 
or disapproving the submission of manuscripts for 
publication or of accepting or rejecting these for 
publication. 

To this end the following resolution was drafted 
and submitted for the consideration of a distin- 
guished consultant panel of research workers and 
editors in the fields of medicine, dentistry, and 
public health, and ultimately for consideration by 
the American Association of Dental Editors: “In 
research investigations, the design of the study 
should include adequate experimental controls. Ac- 
ceptance for publication of a report of an investi- 
gation performed without controls when controls 
were possible should, if justified, be considered an 
exception to this principle rather than a sound 
general practice. The ultimate responsibility (in 
terms of publication) for allowing such an excep- 
tion should rest with the editor.” 


The American Association of Dental Editors 
unanimously passed the above resolution at its 
annual meeting in Miami Beach, Fla., Nov. 2, 
1957. Since, as an organization of editors, we are 
urging our members to emphasize the importance 
of experimental “controls” in their deliberations 
concerning the acceptability of manuscripts for 
publication, we felt that other individuals who 
contribute to and edit the scientific literature would 
desire to be apprised of the action this association 
has taken. We sincerely hope that this resolution 
will assist in further improving the standards of 
the scientific literature. 


Austin H. Kutscuer, D.D.S. 
400 N. Eighth Ave. 
Highland Park, N. J. 


PRESCRIPTION LABELS 


To the Editor:—The introduction of drop medica- 
tion on a large scale has introduced an unforeseen 
complication. Parents, accustomed to using drops 
directly on the area of involvement, i. e., the nose, 
ear, eye, etc., unwittingly conclude that the newer 
oral antibiotics are designated for loca] use. Despite 
instructions to pharmacists to indicate that the 
medicament is to be given by mouth, it not infre- 
quently comes to pass that drop medicaments in- 
tended to be used orally are instilled in ears, noses, 
and even eyes. Obviously, this eventuality is fraught 
with a multiplicity of potential hazards. Many 
physicians have related such difficulties. 

Just as “poison” labels are placed conspicuously 
on prescriptions of a toxic nature, labels indicating 
“by mouth,” “for ears,” “for eyes,” etc., should be 
placed on prescriptions to avoid errors in routes of 
administration. Several pharmacists have said that 
the designation “Label as Such” in the instructions 
of the prescription indicates that the contents of 
the prescription are to be placed on the label. 
Most pharmacists state that they are willing to 
cooperate, whereas others state that such a pro- 
cedure constitutes not only a violation of ethics but 
also a potential menace in that self-medication will 
be encouraged. The purpose of such designations 
resides in the need to assist the physician in tele- 
phone checkups when the records are not im- 
mediately available to him. I personally feel that 
labeling of prescriptions, when feasible, is of great 
assistance to the physician as a means of follow-up. 

Spaeru, M.D. 


9030 S. Bell Ave. 
Chicago 20. 


1640 


LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Malpractice: Foreign Substance Left in Body—Res 
Ipsa Loquitur.—This was an action for damages for 
injuries caused by the alleged negligence of the 
defendant physician. From a directed verdict for 
the defendant, the plaintiff appealed to the district 
court of appeal, fourth district, California. 

On April 5, 1937, the defendant physician per- 
formed an abdominal operation on the plaintiff to 
correct the position of her uterus and to free ad- 
hesions. He testified in this connection that he 
found that the entire pelvis was filled with a mass 
of adhesions which anchored the uterus tightly; 
that these were “freed-up” sufficiently to do the 
work that was necessary to replace the uterus to 
its normal position; that the tubes and ovaries were 
“freed-up” and that an appendectomy was also per- 
formed prior to closing due to the fact that they 
found considerable adhesions and some evidence 
of chronic scarring about the appendix; that he 
used surgical gloves; and that before closing, a 
sponge count was made by the nurse. 

During 1938-1940 the plaintiff developed nag- 
ging back pains an inch or two above the bottom 
of her spine, and on July 24, 1953, her coccyx was 
removed, after which she was relieved of the back 
pains for a time but later they became worse. In 
May, 1953, she had a cautery to her cervix for a 
cervical discharge and in November had a hemor- 
rhoidectomy. On July 7, 1954, Dr. Ragen, who had 
performed all the 1953 operations, performed an 
operation for the repair of a cystocele. This opera- 
tion was performed by entering the vaginal open- 
ing and making an inverted T-shaped incision 
through the mucosa of the cervix on the anterior 
portion, separating the mucosa, and realigning or 
drawing them together so as to shorten and make 
a stronger covering. After this operation the plain- 
tiff had some bleeding and was taken back to 
surgery. The bleeding was controlled by a product 
known as oxycel (a synthetic or plastic cloth-like 
substance which is placed in the wound to absorb 
the blood and is left to absorb itself). On Jan. 3, 
1955, the plaintiff was hospitalized with a diagnosis 
of cervical stenosis and pyometritis. On Jan. 24, 
1955, she was again hospitalized with a diagnosis 
of right ovarian cyst. A cyst was removed by Dr. 
Ragen on the next day. It was the size of a small 
orange and was found to contain a piece of roreign 
matter approximately 1.5 in. long, 0.5 in. wide, and 
0.12 in. thick. Dr. Ragen’s assistant testified that 
he thought it was a piece of either glove, rubber, 
or rubber tube but that he was not positive that 
it was rubber. 
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The pathologist who examined the cyst reported 
that in it there was a “sponge, that is a piece of 
gauze in which there was a thin yellow brown 
material, it was squarish shape, it was about, as 
I recollect, about a half inch and it looked like 
rubber and I looked at it microscopically and it 
had sort of a network that had been pressed 
through it . . . it was a foreign body”; that “there 
is nothing like that grows in people”; that there 
was no way of determining accurately the length 
of time the foreign substance was in the body: that 
cysts with a purulent center around a foreign body 
have been known to be in a human body for months 
and perhaps years; that considering the place 
where the foreign substance was found, it could 
not have gotten into the body through any ori- 
fice in the head, through the nose, ears, or mouth, 
and that there was no other orifice in the human 
body in which the piece of rubber could have 
been inserted so that it could have made its way 
to the place where it was found in surgery; that 
it was possible that foreign material left in the 
body in a cystocele operation might cause infection 
and erode through the peritoneum. One of the 
experts testified in response to a hypothetical 
question embodying the plaintiffs case that in his 
opinion the foreign substance involved must have 
been introduced at the time of an operation and 
it was more apt to have been introduced at the 
time of the cystocele operation. 

The court of appeal said that, viewing the evi- 
dence in the light most favorable to the plaintiff, 
accepting every inference that legitimately may 
be drawn in her favor, and disregarding evidence 
which is in conflict with evidence favorable to 
her, we cannot hold that there is no evidence of 
sufficient substantiality to support a verdict in favor 
of the plaintiff if such a verdict were given. The 
only reasonable inference which can be drawn 
from the evidence is that the foreign substance 
found in the cyst removed from the plaintiff was 
left in her body during an operation which was 
performed on her. While there was some evidence 
that it was possible that the foreign substance 
might have been left in the plaintiffs body during 
the cystocele repair performed in 1954, this evi- 
dence merely presented a question of fact for the 
jury. 

The plaintiff contended that the doctrine of res 
ipsa loquitur is applicable in this case. The de- 
fendant argued that the doctrine is inapplicable 
because of the evidence that the foreign substance 
could have been left in the plaintiff's body at some 
other time and place than in the operation by the 
defendant in 1937. However, said the court, this 
operation was under the exclusive control of the 
defendant and the plaintiff was in no way respon- 
sible for the foreign material left in her abdomen. 
There was evidence that there was a mere possi- 
bility that the substance was left in her body at 
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the cystocele repair performed in 1954. The court 
said that the doctrine of res ipsa loquitur will not 
ordinarily apply if it is equally probable that the 
negligence was that of someone other than the 
defendant, the plaintiff need not exclude all other 
persons who might possibly have been responsible 
where the defendan’t negligence appears to be the 
more probable explanation of the accident. 

The court therefore held that the case should 
have been submitted to the jury and the directed 
verdict in favor of the defendant physician was 
reversed. Mondot v. Vallejo General Hospital, 313 
P (2) 78 (Calif., 1957). 


Permanent Wave: Res Ipsa Loquitur.—This was an 
action for damages for burns resulting from the 
alleged negligence of one of the operators in the 
defendant beauty salon. From a judgment for the 
defendant, the plaintiff appealed to the court of 
appeals of Ohio. 

The plaintiff went to the defendant beauty salon 
for a cold wave permanent, during the application 
of which the defendant's agent used a preparation 
and solution called Willat Dynacurl Cold Wave 
Lotion. Some of this solution was spilled on the 
plaintiff's face, neck, and forearms. About six hours 
later the area was covered with red blotches, in 
the form of contact dermatitis, and this condition 
remained for about three weeks. At the trial, the 
plaintiff offered proof tending to establish that 
the defendant's agent had been negligent in spilling 
the solution on the plaintiff. The defendant then 
offered evidence to establish that the plaintiff was 
allergic to some of the chemicals contained in the 
solution used and that this allergic reaction was the 
sole cause of the plaintiff's injuries. 

The plaintiff's principal complaint on appeal was 
directed at the refusal of the trial court to give the 
jury an instruction on the doctrine of res ipsa loqui- 
tur. We are of the opinion, said the court of ap- 
peals, that the trial court did not err in refusing 
the request, for the record discloses facts upon 
which it could be inferred that the plaintiff's in- 
juries were caused by her own allergy in addition 
to any facts which might permit an inference that 
the defendant’s operator was negligent. This evi- 
dence, said the court, was insufficient to do more 
than raise a possible inference, but it was sufficient 
to convince the jury that the plaintiff's injury was 
in fact caused by her own allergy. One of the 
special findings of the jury was “(3) Was Mrs. 
Gephart’s condition due to an allergic reaction to 
some of the solutions used in giving the permanent 
wave? Answer: Yes.” 

Res ipsa loquitur, said the court, is a rule of evi- 
dence which permits, but does not require, the 
jury to draw an inference of negligence in a case 
where the instrumentality causing injury is shown 
to have been within the exclusive management 
and control of the defendant and where the cir- 
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cumstances attending the injury were of such a 
character in themselves as to warrant the conclu- 
sion that a lack of ordinary care on the part of 
the defendant was responsible for the occurrence 
or condition causing the injury. The evidence here, 
concluded the court, does not disclose that circum- 
stances attending the injury were of such a char- 
acter as to warrant the only conclusion that a lack 
of ordinary care on the part of the defendant was 
responsible for the condition causing the plaintiff's 
injury. It could have been caused by either of two 
conditions: (1) the defendant's negligence or (2) 
the plaintiff's allergy. 

The court refused to disturb the finding of the 
jury, and the judgment in favor of the defendant 
was affirmed. Gephart v. Rike-Kumler Co. 145 N. E. 
(2) 197 ( Ohio, 1956) 


MEDICAL FILM REVIEWS 


Technique of Proctoscopy: 16 mm., color, sound, showing 
time 17 minutes. Prepared in 1956 by Raymond J. Jackman, 
M.D., Rochester, Minn. Procurable on loan from Photogra- 
phy Department, Mayo Clinic, Rochester, Minn. 


In this film, the author states that about 70% of 
all the diseases that involve the entire five feet of 
large intestine can be diagnosed by proctoscopy 
and gives his reasons for using this procedure be- 
fore turning to roentgenographic studies. The tech- 
nique of passing the proctoscope is demonstrated 
on a sagittal section of the pelvis, as well as in 
endoscopic photographs on a live model. It is an 
excellent portrayal, step by step, from the taking 
of a proctologic history to the completion of the 
proctosigmoidoscopic examination. The narration is 
clear and concise, and the viewer receives an addi- 
tional treat, in that he sees exactly what the ex- 
aminer sees through the medium of endoscopic 
motion pictures in color. This film is highly recom- 
mended for students, house officers, and physicians 
who wish to become proficient in the technique of 
proctoscopy. 


Management of the Neglected Third-Degree Burn with 
Demonstration of the Several Instruments for the Cutting of 


Skin Grafts: 16 mm., color, sound, showing time 27 min- 


utes. Prepared in 1956 by Herbert Conway, M.D., New York. 
Procurable on loan from American Cyanamid Corporation, 
Danbury, Conn., or American College of Surgeons, 40 E. 
Erie St., Chicago 11. 


The purpose of this film is to demonstrate the 
details of management of the chronic granulating 
wound and its preparation for the successful use 
of skin grafts. In addition, there is a demonstra- 
tion of the use of several of the newer types of 
instruments for the cutting of skin grafts, as well 
as the procurement of skin grafts by hand-manipu- 
lated knives. Emphasis is placed on the postopera- 
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tive dressing care and on the use of skeletal trac- 
tion in the management of soft tissue wounds of 
the extremities in order to facilitate the frequent 
reapplication of dressings. The title of this film is 
somewhat misleading, since only a few minutes of 
the film are used to describe the management of 
the neglected third-degree burn. Most of the film 
concerns a demonstration of the use of various 
skin-grafting instruments. However, even for the 
plastic surgery resident, there is too quick a tran- 
sition from one to the other without due demon- 
stration. This film would be useful in teaching 
general surgery residents and first year plastic sur- 
gery residents. It would also be of int>rest to in- 
terns. 


Care and. Sterilization of Surgeons’ Gloves: 16 mm., color, 
sound, showing time 13 minutes. Presented by the Wilson 
Rubber Company, Division of Becton, Dickinson and Com- 
pany. Produced in 1957 by Mervin LaRue, Inc., Chicago. 
Procurable on loan from Becton, Dickinson and Company, 


Rutherford, N. J. 


The methods demonstrated in this film are based 
on a national survey to determine the most effec- 
tive, efficient, and economical method of washing 
and sterilizing surgeons’ gloves and other latex 
products. A method of cleansing, drying, powder- 
ing, wrapping, autoclaving, culturing, and storing 
is portrayed for both large and small hospitals. 
The purpose of the film is to present methods 
which will protect gloves against adverse effects of 
repeated handling, washing, and sterilization. On 
the whole, the material and the manner in which 
it is presented is good. Alternate methods are men- 
tioned, such as washing of gloves by hand or by 
machine, Interspersed throughout the film are the 
reasons for certain procedures. The photography is 
excellent. The film is recommended for showing to 
all who use surgeons’ gloves and would be espe- 
cially valuable for nurses and nurses aides. 


Coccidioidomycosis: Its Epidemiologic and Clinical As- 
pects: 16 mm., color, sound, showing time 19 minutes. Tech- 
nical Advisers: Roger Egeberg, M.D., Veterans Administra- 
tion Center, Los Angeles, and Libero Ajello, Ph.D., Com- 
municable Disease Center, Atlanta, Ga. Produced in 1956 
by and procurable on loan from Communicable Disease 
Center, 50 Seventh St. N.E., Atlanta, Ga., and Veterans 
Administration, Central Office Film Library, Washington 25. 

The purpose of this film is to acquaint trainees 
with the environment and natural conditions under 
which Coccidiodes immitis occurs. Although coc- 
cidioidomycosis is endemic to the southwestern 
part of the United States, the disease is often 
brought to other regions by travelers. Included in 
the film are the following subjects: (1) distribu- 
tion and ecology of the etiological agent, Coccidi- 
odes immitis; (2) clinical aspects of the benign 
and disseminated forms (shown through x-ray 
films, actual cases, and animation); (3) variations 
in the symptomatology; (4) histology; (5) serol- 
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ogy; and (6) laboratory procedures for isolation 
and identification of the fungus. This worthwhile 
film mentions practically all phases of the disease, 
and several patients with skin and bone manifes- 
tations are shown. There is also a good description 
of the development of the organism itself and its 
appearance on culture and in tissue. The photog- 
raphy is good, and the film is highly recommended 
for general practitioners, residents, interns, and 
medical students. 


Reconstitution of the Lung: 16 mm., color, sound, show- 
ing time 12 minutes. Prepared by the surgical staff of the 
Veterans Administration Hospital, Sun Mountain, N. Y. Pro- 
duced in 1956 by and procurable on loan from Veterans 
Administration, Central Office Film Library, Washington 25. 


The purpose of this film is to show representa- 
tive segmental and bisegmental resection in right 
or left upper lobes and to discuss various operative 
situations and methods of reconstitution. Scenes 
showing each step and important structure in de- 
tail illustrate the manner in which the resulting 
defect is repaired or reconstituted. Operative situ- 
ations and important complications of segmental 
resection which are seen to occur often are illus- 
trated, and the methods of reconstitution are dis- 
cussed, Also displayed is a technique for uniting 
the segments and closing the defect, which is an 
important point in the procedure of segmental pul- 
monary resection. The photography is satisfactory, 
and the film should be of particular interest to 
thoracic surgeons. 


NEW FILM ADDED TO A. M. A. MOTION 
PICTURE LIBRARY 


First a Physician: 16 mm., color, sound, showing time 27 
minutes. Produced in 1956 by Audio Productions, New 
York, with the cooperation of the American College of Radi- 
ology. Presented by Photo Products Department, E. I. du 
Pont de Nemours and Co., Inc. Procurable on loan (service 
charge $1.00) from Motion Picture Library, American Medi- 
cal Association, 535 N. Dearborn St., Chicago 10. 


This nontechnical film is designed to portray the 
important role of the radiologist—a physician spe- 
cializing in the use of x-ray, radium, and radioac- 
tive isotopes. Delineating a day in the life of a 
radiologist to show his training, activities, and im- 
portance, it authentically depicts facets of diag- 
nostic and therapeutic radiology in the finding and 
treatment of various human ailments and diseases, 
including cancer. In addition to the radiologist, the 
following members of the medical team are shown: 
family physician, surgeon, intern, nurse, psychia- 
trist, x-ray technician, and anesthesiologist and his 
assistants. These locate and confirm, by angiog- 
raphy, a blood clot which is endangering the life 
of a boy. The photography is excellent. The film 
stresses the importance of teamwork in medicine. 
It is recommended for lay organizations, such as 
service clubs, and for student x-ray technicians, 
student nurses; and medical students. 
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INTERNAL MEDICINE 


Acquired Toxoplasmosis: Observations on Two 
Parasitologically Proved Cases Treated with Pyri- 
methamine and Triple Sulfonamides. D. E. Kayhoe, 
L. Jacobs, H. K. Beye and N. B. McCullough. New 
England J. Med. 257:1247-1254 (Dec. 26) 1957 
[Boston]. 


The authors report on 2 patients with proved ac- 
quired toxoplasmosis, who were effectively treated 
with triple sulfonamides (equal amounts of sulfa- 
diazine, sulfamerazine, and sulfamethazine). One 
patient, a 3l-year-old research worker in a toxo- 
plasmosis laboratory, became ill 6 days after he had 
scraped 1 finger of his hand with the needle while 
injecting laboratory mice with peritoneal exudate 
obtained from animals which were injected with 
RH strain of Toxoplasma gondii. The wound was 
superficial. Symptoms consisted of myalgia, head- 
ache, a rash, and fever. There was generalized 
lymphadenopathy, with lymphocytosis, atypical 
lymphocytes, and anemia. The serologic tests for 
toxoplasmosis became positive, and Toxoplasma 
organisms were recovered from the blood and later 
from an excised axillary lymph node. On the 15th 
day after the accident, specific chemotherapy was 
begun, consisting of oral administration of pyri- 
methamine and triple sulfonamides; 50 mg. of pyri- 
methamine was given as a loading dose, fol- 
lowed in 6 hours by 25 mg. and then by 25 mg. 
administered daily for 20 days; 1 mg. of triple sul- 
fonamides was administered every 4 hours. The 
patient became afebrile within 36 hours, the lym- 
phadenopathy and the skin rash subsided, and a 
marked subjective improvement was noted. The 
Toxoplasma dye test titer fell slightly during the 
treatment, and discharge took place after the com- 
pletion of treatment. Seven weeks later the patient 
had a recurrence of the lymphadenopathy, with an 
increase in the dye test titer. A lymph node which 
was removed showed continuing disease, but Toxo- 
plasma organisms were not isolated from this tissue. 
The patient became well without further treatment 
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and has remained in good health for the past 18 
months. The case of this patient illustrates the ease 
with which the infection can be acquired through 
a laboratory accident. 

The second patient, a 48-year-old housewife, had 
a history of thyrotoxicosis, with the removal of a 
thyroid adenoma, and successful maintenance ther- 
apy with 60 mg. of desiccated thyroid adm ‘nistered 
daily for the next 5 months. Three weeks after the 
thyroid treatment was discontinued, peripheral 
neuropathy and then ocular complaints, followed by 
fever and lymphadenopathy, developed. The pa- 
tient was treated daily for 5 days with intramus- 
cular injections of penicillin without improvement; 
cervical, inguinal, and axillary lymphadenopathy 
then developed. The patient, whose blood count 
revealed 20,000 leukocytes per cubic millimeter. 
with 9% segmented cells, 2% basophils, and 89% 
lymphocytes, was suspected of having acute lym- 
phatic leukemia. She was found to have a high 
Toxoplasma dye test titer. She had frequently eaten 
sandwiches made of raw ground beef and had eaten 
raw meat about two weeks before the onset of 
fever. Toxoplasma organisms were isolated from 
the lymph node and the gastrocnemius muscle tis- 
sue. Chorioretinitis developed, and the patient had 
persistent lymphocytes and increased protein in the 
spinal fluid. Treatment consisted of administering 
50 mg. of pyrimethamine orally and daily for 2 days 
and then 25 mg. daily for the next 28 days. During 
the same period the patient received triple sul- 
fonamides by mouth in a dosage of 0.5 mg. 4 times 
a day, increased after a brief period of intolerance 
to 1 mg. 4 times a day for a total of 30 days. There 
was a prompt and dramatic clinical response, with 
subsidence of the lymphadenopathy and healing of 
the ocular lesions. After the completion of 30 days’ 
treatment, a repeat biopsy of lymph node specimen 
yielded Toxoplasma organisms on animal inocula- 
tion. The organisms were also isolated from a lymph 
node removed 66 days after treatment. The case of 
the second patient emphasizes the clinical similar- 
ities in leukemia, infectious mononucleosis, and 
acute toxoplasmosis. It also suggests a possible re- 
lation between toxoplasmosis and thyroid disease. 
This is the first parasitologically proved case re- 
ported, with chorioretinal lesions developing in the 
acute or subacute stage of the disease. The recovery 
of parasites from the patient's tissues after treat- 
ment suggests that the drugs may have a suppres- 
sive rather than a curative action. Skin tests for 
toxoplasmosis remained negative for more than 60 
weeks after onset of symptoms in both patients. 
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Oral Maintenance Treatment of Pernicious Anemia 
with Vitamin B,. and Swine Intrinsic Factor. 
P. Bastrup-Madsen. Nord. med. 58:1233-1239 (Aug. 
22) 1957 (In Danish) [Stockholm]. 


In 25 patients with pernicious anemia, mainte- 
nance treatment with intrinsic factor from swine 
pyloric mucosa and vitamin B,. was applied. Since 
the effect of orally administered preparations can 
be capricious, patients with more marked neuro- 
logical symptoms were given injection treatment. 
In most cases of pernicious anemia an initial com- 
plete hematological remission can be reached by 
oral treatment with intrinsic factor and vitamin By», 
and in some cases maintenance treatment will give 
complete hematological remission and normal By». 
values in the serum for several years. Oral treat- 
ment, however, is not ideal as the standard treat- 
ment of pernicious anemia. In spite of good initial 
reaction, in not a few cases hematological relapse 
occurs after treatment for a time, and in other cases 
vitamin B,. values in the serum are low, even 
though the hematological remission is satisfactory. 
The author cautions against application of the oral 
treatment and says that it should be given only if 
the vitamin B,. concentration in the serum is used 
as the line of guidance for the treatment. 


Leukemia Following Roentgen/Kadium Therapy. 
A. Voll and J. Tveit. Nord. med. 58:1114-1117 
(Aug. 1) 1957 (In Norwegian) [Stockholm]. 


Of 31 patients with definitely diagnosed leukemia 
admitted from 1950 to 1956, the 10 with acute leu- 
kemia or chronic myelogenous leukemia had had 
roentgenotherapy or radiotherapy for various dis- 
orders for a shorter or a longer period. None of the 
patients with chronic lymphatic leukemia had re- 
ceived such treatment. While the treatment was in 
most cases spread over a number of years, a sum- 
mation effect cannot be ignored. Six of the 10 
patients had been given relatively large total roent- 
gen doses. Comparison with reports from other 
quarters seems to indicate a causal relation between 
acute and chronic myelogenous leukemia and ir- 
radiation for different diseases from one to several 
years before the onset of the leukemia symptoms. 


Mouse Allergy: Case Report. A. H. Sorrell and J. 
Gottesman. Ann. Allergy 15:662-663 (Nov.-Dec.) 
1957 [St. Paul]. 


A 22-year-old woman presented the following 
history. She had been doing research exclusively 
with mice for 2 years and for the last 6 months had 
been working only with Swiss mice (strains C57 and 
C58). Three months after she had started to work 
with these mice she had nasal stuffiness and sneez- 
ing whenever she worked in the mouse room. These 
symptoms were present only in this room or in its 
immediate vicinity; elsewhere, in or out of the hos- 
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pital, she was free of all nasal complaints. A scratch 
by a mouse would produce a wheal accompanied 
by erythema and pruritus. Specific allergy to mouse 
dander was proved by positive direct and indirect 
skin tests. Hyposensitization therapy with an auto- 
genous extract was instituted. This produced con- 
siderable improvement. 


SURGERY 


Mucoid Impaction of the Bronchi: A Study of 36 
Cases. R. R. Shaw, D. L. Paulson and J. L. Kee Jr. 
Am. Rev. Tuberc. 76:970-982 (Dec.) 1957 [New 
York]. 


The authors report on 20 male and 16 female 
patients, between 14 and 60 years of age, with 
mucoid impactions of the bronchi, which were 
located in the segments of the upper lobes in 24 
patients, in the lower lobes in 5, and in the lingula 
or middle lobes in 3. Four patients had multiple 
regions of involvement. Thirty of the 36 patients 
had a history of asthma or chronic obstructive bron- 
chitis, 26 had cough and expectoration of purulent 
sputum, 17 had a localized pleuritic type of pain, 
16 remembered having coughed up hard rubbery 
plugs of mucus, 14 had fever, 13 had frequent up- 
per respiratory infections, and 11 had episodes of 
hemoptysis; weight loss associated with severe pul- 
monary infection occurred in 5. Twenty-two pa- 
tients were operated on, and 14 were treated by 
medical measures. In general, medical management 
was advised for the patients with multiple diffuse 
impactions, and surgical removal for those having 
localized disease. Segmental resection was per- 
formed in 6 patients, and lobectomy in 16. Roent- 
genologic examination of the chest proved to be the 
most valuable single measure for diagnosing and 
evaluating the course of the condition. The main 
diagnostic value of bronchoscopy was in excluding 
the presence of a neoplasm in patients over 40 
years of age. Bronchography may reveal not only 
the obstruction of the bronchi but also the cystic 
bronchiectasis in other segments which remains as 
the residuum of previous episodes of mucoid im- 
paction. 

Of the 22 patients operated on, 1, a 15-year-old 
boy with bilateral cystic bronchiectasis, died 8 
hours after an attempted segmental resection, in 
the course of which cardiac arrest had occurred. 
The death of 1 patient, 7 years after the surgical 
intervention, resulted from progressive pulmonary 
infection. Three patients were asymptomatic before 
the surgical intervention. Sixteen of the remaining 
17 patients were definitely improved after the sur- 
gical intervention. Twelve of the 14 patients treated 
medically were unimproved. Pathological exam- 
ination of the operative specimens revealed that 
suppuration occurred beyond the blocked bronchi 
and that the bronchial wall underwent destruction. 
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Mucoid impaction of the bronchi should be con- 
sidered in the differential diagnosis of any patient 
who has a history of asthma and complains of re- 
current respiratory infections associated with 
hemoptysis and pain. 


Synthetic Materials as Vascular Prostheses: Il A 
Comparative Study in Small Vessels of Nylon, Dac- 
ron, Orlon, Ivalon Sponge and Teflon. J. H. Har- 
rison. Am. J. Surg. 95:3-15 (Jan.) 1958 [New York]. 


Grafts of nylon, polyethylene glycol terephthalate 
(Dacron), polyacrylonitrile (Orlon), formalized poly- 
vinyl alcohol sponge formulation (Ivalon sponge), 
and polytetrafluoroethylene (Teflon), with a wide 
range of chemical and physical properties, were 
inserted into the abdominal aorta and the carotid 
and femoral arteries of 133 dogs. Frozen, dried 
homografts were inserted into the abdominal aorta 
of 10 dogs as controls. The best and only satisfac- 
tory results were obtained with woven, purified 
Teflon tubes; the 6.3% rate of occlusion associated 
with this synthetic material compared favorably 
with 10% occlusion rate associated with homo- 
grafts. Nylon grafts were accompanied by a high 
rate of thrombosis, and the thickness of the fibrous 
enclosure eliminated much of the advantage of non- 
buckling in the crimped tubes. Dacron was con- 
sidered better than nylon, but the thickness of the 
fibrin lining and the high rate of occlusion made it 
unsatisfactory for replacing small vessels. Knitted 
tubes of Orlon were too porous and were com- 
plicated by excessive delayed bleeding, with hema- 
tomas around the graft. Molded grafts of Ivalon 
sponge were unsatisfactory because of breakdown, 
with aneurysm and/or rupture. 

Grafts with a longitudinal seam are inferior to 
prewoven or molded tubes. The latter will have less 
wrinkles and can be inserted with smoother 
anastomotic lines. Synthetic grafts must be inserted 
under slight tension, as loose insertion will allow 
buckling with a high rate of occlusion. Solid tubes 
will not remain patent in small vessels, and grafts 
with an air porosity of over 50 are too porous. Be- 
tween these extremes the rate of healing is de- 
pendent as much on the reaction incited by the 
synthetic material as on the porosity of the graft. 
None of the synthetic prostheses studied proved 
satisfactory for replacing blood vessels less than 
5 mm. in diameter. 


Synthetic Materials as Vascular Prostheses: Il. A 
Comparative Study of Nylon, Dacron, Orlon, Ivalon 
Sponge, and Teflon in Large Blood Vessels with 
Tensile Strength Studies. J. H. Harrison. Am. J. 
Surg. 95:16-24 (Jan.) 1958 [New York]. 


Grafts of nylon, Dacron, Orlon, Ivalon sponge, 
and Teflon were inserted into defects of the thor- 
acic aorta of 84 dogs. Tensile strength determina- 
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tions were made on the synthetic materials making 
up the grafts for periods of up to 2 years with the 
Instron apparatus, a highly sensitive electronic 
weighing system employing bonded wire strain 
gauges for detecting and recording the tensile load 
applied to the sample under test. A stress strain 
curve was plotted. Maintenance of patency was no 
problem, as only 1 graft became occluded and this 
was secondary to a hematoma. Nylon underwent 
rapid degeneration after implantation in the body. 
This was complete in 1 graft, resulting in a dis- 
secting aneurysm that ruptured through its fibrous 
enclosure and a bronchus. Nylon is considered un- 
satisfactory as a vascular prosthesis. Ivalon sponge 
proved to be unsatisfactory because of rapid break- 
down, with aneurysm and rupture of the grafts. 
Orlon, Dacron, and Teflon maintained their strength 
during the period of observation. Teflon is con- 
sidered the material of choice, as it is chemically 
more inert and would be expected to lose less 
strength after longer periods of time. Further fol- 
low-up studies are in progress. 


A Critical Review of One Hundred and Sixty Con- 
secutive Scalene Node Biopsies. S$. M. Scott. Am. 
Rev. Tuberc. 76:1002-1006 (Dec.) 1957 [New York]. 


Scalene lymph node biopsies were performed on 
specimens from 160 patients, 64 of whom had car- 
cinoma of the lung, 15 had Boeck’s sarcoid, 28 had 
tuberculosis, 3 had tuberculosis associated with 
silicosis, 7 had silicosis, 3 had carcinoma of the 
esophagus, 2 had lymphoma, 3 had histoplasmosis, 
and 35 had various other conditions. A positive 
histological diagnosis was made with the aid of the 
scalene lymph node biopsy in 33 (20.6%) of the 160 
patients. Those with primary carcinoma of the lung 
comprised the largest individual group for whom 
scalene lymph node biopsy was performed. The 
scalene lymph nodes of 10 (15.6%) of the 64 pa- 
tients with carcinoma of the lung were positive for 
neoplastic disease. Bronchoscopy and sputum ex- 
aminations failed to reveal histological or cyto- 
logical evidence of carcinoma in the 10 patients. 
Bronchoscopic biopsy led to the finding of car- 
cinoma in 22 patients (34.4%). The carcinoma lesion 
was operable in 40 of the 54 patients with normal 
scalene lymph nodes; in 21 of these (39%), the 
lesion was resected. One patient with carcinomatous 
disease in the scalene lymph node was operated on, 
but the lesion was not resected. 

The scalene lymph node biophy is a valuable 
diagnostic adjunct. Positive results will be more 
easily obtained in cases of hilar adenopathy or dif- 
fuse bilateral pulmonary infiltration. The roent- 
genographic appearance, however, should not limit 
the use of the procedure in patients with undiag- 
nosed pulmonary or mediastinal lesions. A scalene 
lymph node biopsy supplements other established 
diagnostic routines. A positive finding of carcinoma 
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by biopsy is a contraindication to exploration for 
carcinoma of the lung. The value of the procedure 
is directly proportional to the skill of the operator. 
If no lymph nodes are obtained, the biopsy is in- 
adequate. Positive findings in biopsy specimens 
must be interpreted along with the clinical findings. 
Granulomatous lesions are not always sufficiently 
specific to resolve a doubtful diagnosis. 


Ligation of the Inferior Vena Cava in Cardiac De- 
compensation. E. G. Burmenko. Sovet. med. 21:104- 
108 (No. 10) 1957 (In Russian) [Moscow]. 


The author reports on 76 patients subjected to 
ligation of the inferior vena cava. The age of the 
patients was from 19 years to 48 years. The dura- 
tion of illness varied between 3 and 12 years. 
Thirty-nine patients had predominantly stenosis of 
the mitral valve. Thirty patients showed predomi- 
nant insufficiency of the mitral valve. In 7 patients 
the 2 lesions were present in the same degree. The 
majority of the patients had both involvement of 
the mitral valve and insufficiency of the tricuspid 
valve. Twenty-four patients who were operated on 
had ascites, anasarca, and extensive peripheral 
edema. Two patients were threatened with pul- 
monary edema. The remaining 50 patients ex- 
hibited manifestations of stasis in the greater and 
lesser circulations but with moderate ascites and 
edema. All the patients were referred by internists 
after a prolonged but ineffective conservative 
treatment. In the preoperative period the patients 
were treated with cardiotonics, intravenously ad- 
ministered dextrose, diuretics, and vitamins. In the 
immediate postoperative period the mortality 
amounted to 16.8%. Twelve per cent of the pa- 
tients showed no improvement, but there was 
relative improvement in 22.2% and considerable 
improvement in 49.2%. Analysis of these results 
suggests that ligation of the inferior vena cava does 
not necessarily prevent pulmonary edema. 

Postmortem studies demonstrated a pronounced 
stenosis of the mitral valve, while in 30 of the 76 
patients operated on there was predominant in- 
sufficiency of the mitral valve. The late postopera- 
tive results were as follows: 9 patients died 4 
months to 1% years later, and 7 patients died be- 
cause of progressive circulatory failure after 4 
months, 8 months, and 1% years. Those who died 
showed in the preoperative period ascites, ana- 
sarca, hydrothorax, and extensive peripheral edema. 
Improvement was noted in 14 patients. Satisfactory 
results were observed in patients with manifesta- 
tion of stasis in the lesser and minor circulation but 
without pronounced ascites and edema. The author 
concludes that ligation of the inferior vena cava is 
indicated (1) in stenosis of the mitral valve with 
circulatory failure in the absence of effective con- 
servative treatment, (2) in stenosis of the mitral 
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valve with repeated episodes of decompensation, 
and (3) in stenosis of the mitral valve without pro- 
nounced changes in circulation, when attempt at 
activity leads to rapid recurrence of decompensa- 
tion. The operation is indicated- more in patients 
who will later be subjected to commissurotomy. 
The operation is contraindicated (1) in the presence 
of definite changes in the myocardium with long- 
existing fibrillation resistant to medical treatment, 
(2) in active rheumatic carditis, and (3) in sclerosis 
of the liver. The author feels that ligation of the 
inferior vena cava is a palliative operation and that 
after a shorter or a longer period of time the pa- 
tients will again develop disturbances of cardio- 
vascular activity. The operation is justified when 
all other therapeutic measures have failed. 


Combined Antibiotics in the Surgical Treatment of 
Chronic Pulmonary Suppuration. V. I. Struchkov 
and A. M. Marshak. Sovet. med. 21:26-31 (No. 9) 


- 1957 (In Russian) [Moscow]. 


The authors report on 315 patients treated for 
chronic pulmonary suppurative disease. Two hun- 
dred twenty-three of these were subjected to sur- 
gical intervention. Pneumonectomy was done in 79, 
bilobectomy or lobectomy in 123, while 21 were 
treated by ligation of pulmonary vessels, partial 
thoracoplasty, and the like. The majority of the pa- 
tients were admitted to the clinic in the acute stage 
of infection, with high temperature and profuse 
expectoration. The authors stress the importance of 
combined antibiotics in the preoperative treatment 
of these patients. Combination of antibiotics is indi- 
cated in order to obviate the development of drug 
tolerance in the patient, as well as the emergence of 
resistant strains of microbes. In some of the pa- 
tients, combination of penicillin with streptomycin 
proved ineffective, particularly in those who had 
been previously treated with these antibiotics for 
long periods of time. 

Of the recently developed combinations, biomy- 
cin with Novocain and Terramycin with Novocain 
given intramuscularly proved particularly effective. 
The study of the absorption of these combinations 
in 30 patients showed a high concentration of them 
in the lungs of the patient. Penicillin and streptomy- 
cin were employed in the preoperative treatment in 
the form of an aerosol. Sulfanilamide preparations 
were also employed, together with antibiotics. Silk 
sutures used in the closure of the bronchial stump 
and in ligation of the large vessels were impreg- 
nated with penicillin. Treatment with antibiotics is 
continued for from 10 to 12 days in the postopera- 
tive period. As prophylaxis, combinations of peni- 
cillin with streptomycin and sulfadimensin are 
given. Tetracycline is administered if signs of infec- 
tion appear. The combined treatment given to 75 
patients made it possible to stage the operation in 
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the phase of remission, while the earlier employ- 
ment of streptomycin and penicillin alone resulted 
in the necessity of subjecting 5% of the patients to 
operation during the stage of exacerbation of the 
infectious process. 


Adrenalectomy in Treatment of Advanced Cancer. 
M. Dargent, M. Mayer and P. Blondet. Semaine 
hdp. Paris 33:4253-4266 (Dec. 20) 1957 (In French) 
| Paris]. 


The authors report on 44 patients, 39 women and 
5 men, with advanced cancer, who underwent 
adrenalectomy. Thirty-eight of the 44 patients had 
cancer of the breast, 4 had cancer of the prostate, 
1 had cancer of the testis, and 1 had diffuse cancer 
of the uterine cervix. Five patients had unilateral 
adrenalectomies, and 39 had bilateral adrenalec- 
tomies. Thirty-eight of the 39 bilateral adrena- 
lectomies were performed in 2 stages, and 37 were 
performed first on the right side. Right-sided 
adrenalectomy was combined with castration in 16 
of the 39 patients with bilateral adrenalectomy. 
Thirty-one of the 44 patients were followed up for 
more than 6 months to 2% years postoperatively. 

There were 3 postoperative deaths resulting 
within a few hours to 4 days; those were from acute 
adrenal insufficiency in 1 patient, from respiratory 
paralysis in 1 patient with multiple and particular- 
ly cerebral metastases of carcinoma of the prostate, 
and from asphyxia in 1 patient with cancer of the 
breast associated with diffuse carcinosis of the 
pleura, asthma, and cardiac failure. Good sub- 
jective results, consisting of relief of pain, recovery 
of sleep, and euphoria, were obtained in 16 of the 
31 patients, and excellent results were obtained in 
6 in whom these improvements were maintained 
for at least 6 months. The remaining 6 patients did 
not obtain any subjective improvement. Objective 
results were much less satisfactory; 12 of the 31 
patients did not obtain any objective improvement, 
10 obtained good results in that the spread of the 
cancerous process in the soft tissues or the osteoly- 
sis from bone metastasis receded for from 2 to 6 
months, and 6 obtained excellent results with dis- 
appearance of visceral, pulmonary, bone, and lymph 
node lesions for at least 6 months. An increased 
amount of follicle-stimulating hormone was de- 
termined in these 6 patients, 1 of whom had cancer 
of the prostate and 5 had cancer of the breast. The 
anatomicopathological study of the removed 
adrenal glands revealed metastases in 13 of the 44 
patients; all 13 patients had cancer of the breast. 

These data show that excellent subjective and 
objective results, particularly concerning the bone 
lesions or the soft tissue lesions, may be expected 
in 1 out of 5 or 6 patients. An increase in the 
amount of follicle-stimulating hormone after the 
adrenalectomy may generally be considered as a 
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favorable prognostic sign. Adrenalectomy is indi- 
cated in patients with advanced cancer of the 
breast and the prostate, and particularly in patients 
of the first group in whom ovariectomy should be 
performed as a first-stage procedure; bilateral 
adrenalectomy in 1 stage should be taken into con- 
sideration after ovariectomy if the latter provides 
definite relief of pain and of acute peritumoral 
phenomena in the soft tissues, suggesting an estro- 
genic dependence of the lesions. Cardiorenal in- 
sufficiency and severe respiratory insufficiency are 
formal contraindications to adrenalectomy. Diffuse 
bone metastases, pleuropulmonary metastases 
without considerable respiratory insufficiency, and 
choroidal metastases are excellent indications to 
adrenalectomy. 

The major inconvenience associated with bi- 
lateral adrenalectomy is that the patients must be 
subjected permanently to steroid substitution 
therapy. In an attempt to make this therapy dis- 
pensable, the left adrenal was implanted into the 
spleen after ovariectomy, and right-sided adrenalec- 
tomy was performed on 2 women with advanced 
cancer of the breast; these patients were followed 
postoperatively for more than 3 months. Early re- 
sults seemed to be highly encouraging. 


Ligation of Ankle Communicating Veins in the 
Treatment of the Venous-Ulcer Syndrome of the 
Leg. H. Dodd, A. R. Calo, M. Mistry and A. Rush- 
ford. Lancet 2:1249-1252 (Dec. 21) 1957 [London]. 


The authors began ligating ankle communicating 
veins in patients with venous-ulcer syndrome of 
the leg in 1953, when it was described by Cockett 
and Elgan Jones. They performed extrafascial liga- 
tion of 2 or 3 communicating veins passing through 
the deep fascia behind the lower third of the tibia. 
Later, they adopted the radical subfascial ligation 
of the communicating veins of the lower leg. They 
diagnose incompetence of the ankle communicat- 
ing veins from the history, examination of the limb, 
tourniquet tests, and occasionally by venography. 
There is often a history of deep thrombosis in one 
or both legs, associated with an accident, fracture, 
illness, operation, or pregnancy. The authors rarely 
operate in the presence of an ulcer or of eczema. 
These are healed first by ambulatory pressure 
bandaging. The incision runs % in. behind and 
parallel to the posterior border of the tibia for 
10 in., finishing behind the internal malleolus. It 
is deepened through the deep fascia, which may 
be thick and dense. There are 3 phases of the op- 
eration: division of the medial, calf, lateral, and 
other perforating veins; closure of the skin; and 
application of the pressure bandage. 

Ligation of incompetent ankle communicating 
veins has been carried out in 174 patients, of whom 
110 had had a previous operation for varicose 
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veins, but the ulcer syndrome had returned. There 
were 129 women and 45 men. Thirty-seven of the 
patients had bilateral vein ligations, that is, a total 
of 211 limbs were operated on. No patient died or 
developed deep thrombosis, embolism, or acute 
sepsis. Good results were obtained in 135 and fair 
results in 21 of the 174 patients. In 12 patients the 
results were unsatisfactory, and 6 patients could 
not be traced. Of 96 patients seen 2 or more years 
after their operation, 86 showed a good or a fair 
result, and only 6 an unsatisfactory one. The au- 
thors realize that a significant follow-up should 
extend for at least 5 years, but the present survey 
seems encouraging. 


Contribution to the Study of the Problem of Re- 
generated Function of the Sympathetic Nervous 
System Which Was Suppressed by Surgery: Elec- 
trical Skin Resistance Before and After Lumbar 
and Thoracic Ganglionectomy. W. Montorsi, 
C. Ghiringhelli, G. Tiberio and F. Lavorato. Mi- 
nerva cardioangiol. 5:354-370 (Sept.) 1957 (In Ital- 
ian) [Turin, Italy]. 


Electrical skin resistance has become important 
to surgeons dealing with the sympathetic nervous 
system in order to establish the extent of the de- 
nervated area after sympathectomy and its pos- 
sible regeneration. Studies of electrical skin re- 
sistance for a period of 3 years were done on 70) 
patients, of whom 55 were subjected to lumbar 
ganglionectomy for chronic obliterating arteri- 
opathy and 15 were subjected to thoracic ganglion- 
ectomy for Raynaud’s disease. The tests were 
carried out before, a few weeks after, and 3 years 
after the operation. Patterns of electrical skin re- 
sistance obtained before the operation showed 
gradual decrease in values when proceeding from 
the proximal (between 1.5 and 3 million ohms) 
toward the distal parts of the extremities (between 
50,000 and 200,000 ohms). Values of electrical skin 
resistance tests of the distal part of the extremities 
on the same side of the area operated on increased 
considerably 3 to 5 weeks after operation (several 
million ohms). Skin resistance values recorded 3 
years after the operation decreased in comparison 
with those observed a few weeks after the opera- 
tion, although in most patients they were higher 
than those observed before the operation. 

Patterns of electrical skin resistance thus re- 
vealed a gradual and moderate regeneration of the 
sympathetic nervous system after lumbar or thor- 
acic ganglionectomy. A marked regeneration of the 
sympathetic nervous system was observed only in 
a few patients 3 years after the operation. The 
opinion of the authors is that regeneration is 
brought about either through fibers which inner- 
vate the adjacent areas or through fibers in the 
spinal nerves which have no connection with the 
lateral vertebral ganglions. 
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GYNECOLOGY & OBSTETRICS 


The Special Problem of Rheumatic Heart Disease 
in Pregnant Women. C. S. Burwell. A. M. A. Arch. 
Int. Med. 101:60-66 (Jan.) 1958 [Chicago]. 


Observations were made during a 6-year period 
on 277 pregnant women with heart disease. Rheu- 
matic heart disease accounted for 85% of the heart 
lesions in this group, while almost all the other 
lesions were of congenital origin. Mitral stenosis 
presents the major problem in about two-thirds of 
pregnant women with heart disease. The pregnant 
woman with mitral stenosis has a higher left atrial 
pressure. The elevated left atrial pressure is due 
to an elevated ventilation volume. There are three 
varieties of approach to the management: 1. The 
problem may be avoided by terminating the preg- 
nancy. This is not a good solution, however, be- 
cause the fetal mortality is 100%, there is some 
risk to the mother, and psychologically the effects 
are generally bad. 2. To modify the mitral stenosis 
by surgery during pregnancy is not a good solu- 
tion, partly because it is almost never necessary 
and partly because of certain special risks of car- 
diac surgery in a pregnant woman. 3. Conservative 
medical management is the possibility which is the 
most sensible and most successful. 

There were 3 maternal deaths in 298 pregnant 
women with rheumatic heart disease. One patient 
with aortic stenosis died suddenly after the inter- 
ruption of pregnancy, 1 patient with a twin preg- 
nancy died some weeks after mitral valve surgery 
(which had not been advised by the author), and 1 
patient with aortic disease died of micrococcic 
(staphylococcic) pneumonia. On the basis of this 
experience the author concludes that in terms of 
immediate maternal mortality the results of con- 
servative management are good. In the vast ma- 
jority of instances it is possible to carry women 
with heart disease safely through pregnancy. Suc- 
cess depends on the understanding and careful ap- 
plication of the principle of the total cardiac bur- 
den in pregnancy and of other aspects of the 
patient’s life which influence this burden. The suc- 
cess with which the principle can be applied de- 
pends on the cooperation of the patient, the persua- 
siveness of the physician, and the availability of 
appropriate services in the community. 


Endometrial Adenocarcinoma Eleven Years After 
Pelvic Radiation: for Cervical Epidermoid Car- 
cinoma. W. G. Pace and L. Barnes. Am. J. Obst. & 
Gynec. 75:175-179 (Jan.) 1958 [St. Louis]. 


The case reported is of particular interest not 
only because it presents the appearance of endo- 
metrial adenocarcinoma 11 years after successful 
therapy with radium for carcinoma of the cervix 
but also because it demonstrates the appearance 
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and progression of adenomatous cystic hyperplasia 
of the endometrium despite massive doses of pelvic 
radiation. Epithelioma of the cervix had been dem- 
onstrated in 1944. At that time therapy consisted 
of the administration of 3,600 mg.-hr. of radium 
by tandem applicator (50 mg. for 72 hours). Sev- 
eral months later, for completion of therapy, in- 
travaginally administered x-ray treatment with 
4,800 r (800 r 6 times) was carried out. The patient 
was followed in the outpatient department of the 
hospital at intervals and apparently remained well 
about 29 months. At that time the patient again 
noted vaginal spotting. Cervicitis and adenomatous 
cystic hyperplasia of the endometrium were demon- 
strated. The patient was treated with external 
pelvic radiation of 3,600 r by alternating 300 r to 
the anterior and the posterior pelvis for 12 treat- 
ments. Four months later she was given 168 hours 
of radium with 2 no. 4, 1 no. 3, and 9 no. 2 needles. 
It is impossible to determine the exact dosage that 
this represented in milligram-hours of radium. 

The appearance of the second primary tumor. of 
the uterus 11 years after treatment of the original 
neoplasm prompts speculation on its origin. The 
higher incidence of carcinoma of the endometrium 
appearing vears after the application of small doses 
of radiation to the pelvis is well recognized, but it 
is unlikely that the massive amount of radiation 
given in this case would act to stimulate the one 
remaining ovary to the production of excessive 
amounts of estrogens, this being the hypothesis 
usually advanced in explanation of the carcinogenic 
activity of smaller doses of radiation. Although 
there is apparently no common causal relationship 
between carcinoma of the cervix and endometrial 
hyperplasia, it is of further interest that these 2 
conditions were demonstrated to be coexistent at 
the time of recurrence of cervical carcinoma. In 
spite of the high dose of local radiation at that time, 
the progression from adenomatous hyperplasia to 
carcinoma was not arrested. Radiation as a treat- 
ment for a adenomatous hyperplasia of the endo- 
metrium should be discouraged. 


Evaluation of a Systemic Treatment of Trichomonas 
Vaginalis. A. Bocci. Minerva ginec. 9:727-731 (Sept. 
15) 1957 (In Italian) [Turin, Italy]. 

Failure to effect permanent cure of infection 
with Trichomonas vaginalis may be the result of 
the protozoan being harbored in inaccessible sites, 
such as glands and urogenital tracts. An infected 
mate may reinfect his or her coital partner. The 
author presents his experience with 203 couples, 
of whom at least 1 partner had the infection of 
Trichomonas vaginalis. All men in the group were 
examined for infection of Trichomonas vaginalis. 
The patients received 2 courses of treatment, 1 of 
which was a 3-week premenstrual and the other 
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was a l-week postmenstrual course. Observed 
couples were divided into 6 groups, each 2 being 
subjected to a different regimen of treatment. 
Local vaginal treatment was given to 50 women, 
local vaginal and local urethral to 25 women, local 
urethral to 20 couples and local vaginal to the 
female partners. Oral treatment was given to 25 
couples, oral to 47 couples and local vaginal to the 
female partners, oral and urethral to 36 couples 
and local vaginal to the female partners. 

Local vaginal and urethral treatments included 
antiseptic substances with trichomonacidal proper- 
ties and antibiotics. Subsequently, estrogenic hor- 
mones and biological products designed to reestab- 
lish the normal vaginal flora were given. Oral 
treatment included a daily dose of 60,000 units of 
an Italian proprietary trichomonacidal prepara- 
tion (Trichomicina) and a daily dose of 300 mg. 
of Tritheon (2-acetyl-amino-5-nitrothiazole). Oral 
treatment alone produced the poorest results (6 
cures—24%). Better results were obtained with local 
vaginal treatment alone (18 cures—36%) or in com- 
bination with local urethral treatment (9 cures— 
45%). Combination of oral and local vaginal and 
urethral medications gave the best results (25 cures 
—70%). The author concludes that, in view of the 
ability of the protozoa to survive outside the host's 
body, a simultaneous oral and local treatment of 
both coital partners is recommended. 


PEDIATRICS 


Concerning the Choice of Therapy for Childhood 
Hyperthyroidism. M. B. Arnold, N. B. Talbot and 
O. Cope. Pediatrics 21:47-53 (Jan.) 1958 [Spring- 
field, Iil.]. 


The authors report on 34 children with thyro- 
toxicosis, between less than 5 years and 15 years of 
age, who were similar concerning age of onset of 
symptoms and average duration of follow-up. 
Eighteen of these were subjected to subtotal thy- 
roidectomy and were given thyroid substitution 
therapy with standard doses for 1 year. Nine of the 
18 patients were found to be euthyroid and the 
other 9 to be hypothyroid at the close of this test- 
ing period. No treatment was given thereafter to 
the euthyroid patients. Thyroid, USP, in standard 
substitution doses was prescribed on a permanent 
basis for the hypothyroid patients. None of the pa- 
tients suffered from paralysis of the recurrent 
laryngeal nerve or other significant operative com- 
plications, and none had a recurrence of the thy- 
rotoxicosis. The 16 patients treated medically were 
given propylthiouracil for an average of 31 months. 
Eight of these had apparently permanent remis- 
sions after 16 to 57 months of treatment with pro- 
pylthiouracil, and 4 were still in need of therapy 
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after 12, 16, 48, and 87 months of treatment re- 
spectively. Two of the remaining 4 were subjected 
to total thyroidectomy because of drug toxicity and 
2 because of failure to follow directions. Six of the 
entire group had persistent goiter. 

These data indicate that both methods of treat- 
ment are equally capable of eliminating the overt 
clinical manifestations of toxic diffuse goiter 
(Graves’ disease) and that they yield about equal 
numbers of “cured” patients at the end of a 2-year 
period. Provided due care is taken, the risk of seri- 
ous complications due to these forms of treatment 
also can be kept low. The surgical and medical 
regimens, however, appear to differ considerably in 
terms of their impact on the life of the patient and 
his family. The surgical method involves a_ brief 
preoperative period of detailed medical supervision, 
culminating in hospitalization for surgery with its 
slight but definite mortality risk. Thereafter, apart 
from possible need to take a dose of thyroid daily, 
the patient may be considered essentially normal. 
By contrast, the medical method requires that a 
medicament be administered to the patient about 
every 8 hours for a minimum of 2 years. One of 
these doses may of necessity have to be taken in 
the middle of the night at an hour when children 
are normally allowed to sleep undisturbed. Med- 
ical therapy also requires that the patient remain 
accessible to his physician for regulation of dosage 
and for prompt recognition of drug toxicity, which 
should be suspected every time the child has a sore 
throat or fever. These requirements of medical 
treatment may in themselves constitute a significant 
handicap to the child and his parents. This has to 
be taken into account in selecting the type of ther- 
apy to be recommended to each individual patient. 
It seems, however, that the acute stress of a care- 
fully performed operation is less likely to injure 
the child as an individual than the prolonged in- 
cumbrances of chemotherapy. 


Determination of Some Streptococcal Antibody 
Titers and Acute Phase Reactants in Patients with 
Chorea. T. N. Harris, S. Friedman and D. C. Mc- 
Lean. Pediatrics 21:13-21 (Jan.) 1958 [Springfield, 
Ill.]. 


Forty-three patients with chorea were subjected 
to 5 laboratory tests at the rheumatic fever research 
laboratory of the Children’s Hospital of Philadel- 
phia. Two of these tests were streptococcic serologic 
tests consisting of determinations of the antihemo- 
lysin-O (antistreptolysin) and antihyaluridase titers 
in the patients’ serums, and the 3 other tests were 
short-term tests. consisting of determinations of the 
erythrocyte sedimentation rate and of the concen- 
trations of C-reactive protein and of mucoproteins 
in the patients’ serums. Twenty-three of the 43 
patients showed other major manifestations of rheu- 
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matic fever during the episode of chorea and could, 
therefore, be considered as rheumatics. None of 
the other major rheumatic manifestations of rheu- 
matic fever had ever been observed in the remain- 
ing 20 patients who apparently had “pure” chorea. 

The values of the 3 short-term tests were within 
normal limits in all or almost all the patients in 
whom chorea was not accompanied by other mani- 
festations of rheumatic fever, whereas among those 
with such manifestations most of the values of the 
short-term tests were positive or above normal 
limits. The frequency distribution of titers of the 
2 streptococcic antibodies observed in the serums 
of patients with rheumatic chorea was different 
from that observed in those of patients with “pure” 
chorea, the former having a higher center and 
range of distribution. The results of both the short- 
term tests and the streptococcic serologic tests also 
gave evidence of contamination of the “pure” 
chorea group with rheumatic patients. The data ob- 
tained in this study suggest, in agreement with 
those of several other observers, that the symptom 
complex of chorea can exist apart from the disease 
of rheumatic fever. The differential diagnosis be- 
tween “pure” chorea and chorea which occurs as a 
manifestation of rheumatic fever is a matter of 
clinical judgment, and the laboratory aid toward 
the differential diagnosis may be applied in the 
same way as in other differential diagnoses involv- 
ing rheumatic fever. 


Hypertension and MHypercalcemic Nephropathy 
Due to Vitamin D Intoxication: A Case Report. 
W. G. Way, D. L. Morgan and L. E. Sutton Jr. 
Pediatrics 21:59-69 (Jan.) 1958 [Springfield, TIIl.]. 


The authors report a case of hypercalcemic 
nephropathy associated with hypertensive enceph- 
alopathy, secondary to vitamin D intoxication, in a 
26-month-old girl. Before admission to the depart- 
ment of pediatrics of the Hospital of the Medical 
College of Virginia, the child was treated in an- 
other hospital for vitamin D-resistant rickets. 
Treatment had consisted of 170,000 I. U. of cal- 
ciferol administered daily for 3 months. She had 
been immobilized in a spica cast, and her diet in- 
cluded about 1 qt. of milk daily. Anorexia, vomit- 
ing, polydipsia, flushing of the face, and progressive 
lethargy had been present for 11 days, and coma 
for 30 minutes before admission to the Medical 
College Hospital. Blood pressures were 160/120 
mm. Hg in the upper extremities and 200/150 mm. 
Hg in the lower extremities. Left-sided clonic con- 
vulsions began, and the rectal temperature rose to 
104 F (40 C). The seizures were controlled by phe- 
nobarbital sodium and open-drop ether. Acetyl- 
salicylic acid, continuous sedation, parenterally 
administered fluids, and antibiotics were also given. 
By the second hospital day the temperature had 
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returned to normal, but there was sustained severe 
hypertension. For the first 6 days an attempt was 
made to control the hypertension with intramus- 
ular and intravenous injections of magnesium sul- 
fate. No side-effects were noted, but the drug soon 
lost its effectiveness. From the 7th to the 11th day 
the patient received cryptenamine (Unitensen) in- 
travenously and intramuscularly, which was effec- 
tive but had to be withdrawn because of uncon- 
trollable vomiting. During the period from the 11th 
to the 14th day, in the course of which control of 
the blood pressure was achieved, the patient was 
given reserpine (Serpasil) and pentolinium (An- 
solysen). During the period from the 15th to the 
58th hospital day, in the course of which the blood 
pressure was gradually restored to normal, the 
hypotensive agents were withdrawn. Severe renal 
impairment was present on admission and _ re- 
gressed as the patient improved. The patient was 
followed at monthly intervals. Improvement was 
gradual, but she continued to be retarded mentally 
and physically. The blood pressure remained in the 
normotensive range. 

The mechanism of vitamin D intoxication is not 
entirely clear. Hypercalcemia of vitamin D intoxi- 
cation is considered to be the result of increased 
calcium absorption and decreased urinary and fecal 
excretion. Immobilization reduces osteoblastic ac- 
tivity, thus increasing resorption of bone, contribut- 
ing further to elevation of the concentration of 
calcium in the serum. As a result of renal damage, 
there is a decreased glomerular filtration rate with 
further retention of nitrogen and phosphorus. In- 
creased resorption of bone contributes also to 
hyperphosphatemia, although this is primarily due 
to decreased urinary excretion of phosphorus. The 
resultant hypercalcemia and hyperphosphatemia 
are conducive to metastatic calcification in and 
around the renal tubules. Measures to lower the 
concentration of calcium in the serum should be 
instituted. These include elimination of vitamin D 
and calcium from the diet. Little can be done to 
improve the renal insufficiency except to maintain 
adequate hydration and electrolyte balance. The 
combination of rauwolfia and pentolinium proved 
to be effective in this patient for controlling the 
hypertension. Prevention of vitamin D intoxication 
and its attendant complications, such as renal in- 
sufficiency, azotemia, and hypertension, rests with 
the judicious use of preparations containing vita- 
min D. If unusually large amounts are adminis- 
tered, the attending physician should be aware of 
the serious sequelae that may follow. Studies of 
renal function should be done at the onset of 
therapy, and these, along with determinations of 
calcium, phosphorus, and urea nitrogen in the 
blood, should be made at frequent intervals. Blood 
pressure and urinary excretion of calcium should be 
measured weekly. 
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Response of the Young Infant to Poliomyelitis Vac- 
cine Given Separately and Combined with Other 
Antigens. R. Batson, A. Christie, B. Mazur and 
J. H. Barrick. Pediatrics 21:1-7 (Jan.) 1958 [Spring- 
field, Il.]. 


Two groups of infants, each consisting of 50 
babies, received poliomyelitis immunization courses. 
The infants in the first group received 1 cc. of 
poliomyelitis vaccine at the ages of 6 weeks, 12 
weeks, and 10 months or 3 injections at intervals 
of 6 weeks and 7 months. The infants in the second 
group were given poliomyelitis vaccine according 
to the same schedule as those in group 1, with the 
only exception that the first dose of the polio- 
myelitis vaccine was administered in the same 
syringe with pertussis and smallpox vaccines, and 
the second and third doses of poliomyelitis vaccine 
were given in the same syringe with diphtheria- 
pertussis-tetanus toxoid. The right lower extremity 
was used for the intramuscular injection of polio- 
myelitis vaccine. Blood was collected at the time of 
each injection of poliomyelitis vaccine and also 2 
weeks and 4 or more months after the third or 
“booster” injection; thus, each infant had 5 collec- 
tions of blood for antibody determinations uni- 
formly obtained from the internal jugular vein. 

Poliomyelitis vaccine administered to 6-week-old 
infants resulted in a satisfactory antibody response. 
The response to poliomyelitis vaccine mixed with 
pertussis and diphtheria-pertussis-tetanus toxoid 
and given as | injection was satisfactory. The com- 
bination of antigens gave no practical interference 
with the development of antibodies to diphtheria 
and pertussis. There were no apparent hazards or 
adverse reactions associated with combined polio- 
myelitis-pertussis or poliomyelitis-diphtheria-per- 
tusis-tetanus vaccines. There were no differences in 
poliomyelitis antibody response after immunizations 
with separate and combined vaccine injections. 
The existence of maternal antibodies at the time of 
poliomyelitis immunization had no apparent in- 
fluence on the production or persistence of active 
antibodies. These findings indicate that poliomye- 
litis immunization procedures can easily be inte- 
grated into routine pediatric immunization pro- 
grams, thereby affording the earliest possible 
protection. 


THERAPEUTICS 


An Appraisal of the Present Treatment of Bar- 
biturate Poisoning. L. C. Jenkins and H. B. Graves. 
Canad. Anaesthet. Soc. J. 5:41-54 (Jan.) 1958 [To- 
ronto, Canada]. 


Moderately severe poisoning usually occurs when 
5 to 10 times the full oral hypnotic dose of bar- 
biturate has been ingested. The fatal dose varies 
with many factors and cannot be stated with cer- 
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tainty, but when over 15 to 20 times the ordinary 
hypnotic dose has been absorbed, severe poisoning 
will ensue and even expert therapy may fail to save 
the patient’s life. The major action of the bar- 
biturates is depression of the central nervous 
system. The untoward effeccs on the cardiovascular 
system observed in acute barbiturate poisoning are 
to some extent secondary to hypoxia due to respira- 
tory depression. Experimentally, very large doses 
have been shown to produce cardiac irregularities 
and even cardiac failure in heart-lung preparations. 
The medullary respiratory center is depressed di- 
rectly, and breathing becomes slow and shallow. 
This is the major danger in acute barbiturate in- 
toxication. 

There is a general tendency to overtreat the pa- 
tient poisoned by central nervous system depres- 
sants. In cases of mild to moderate intoxication, 
little therapy other than supportive measures may 
be required. The present-day controversy centers 
on the use of central analeptics of which picrotoxin 
and metrazol are most commonly employed either 
separately or conjointly. Their use is not without 
dangers. They are not always effective in severe 
barbiturate poisoning. The consensus is that sodium 
succinate is not useful in acute barbiturate poison- 
ing. Recently, nonconvulsive electrostimulation has 
been advocated, but it has yet to be confirmed in 
patients as being beneficial in acute barbiturate 
poisoning. Two major recent advances in the treat- 
ment of acute barbiturate poisoning are as follows: 
1. The use of bemegride (Megimide) and amiphe- 
nazole hydrochloride, 2-4-diamino-5-phenylthiazole 
(Daptazole), as chemical antidotes. Initially, they 
were believed to be true chemical antagonists to 
barbiturates on the basis of their structural similar- 
ity. It now appears that they are central analeptics 
but with a high specificity for the barbiturates. 
They are not ideal, since toxicity occurs with over- 
dosage. 2. Hemodialysis. This has shown encourag- 
ing results in the treatment of severe barbiturate 
poisoning. Unfortunately, it is a rather complex 
technique. 


PATHOLOGY 


Carcinoma in Situ of the Stomach. J. J. Bocian and 
A. E. Geschke. A. M. A. Arch. Path. 65:6-11 (Jan.) 
1958 [Chicago]. 


A 52-year-old Armenian woman complained of 
vague intermittent epigastric discomfort of 2 years’ 
duration. The patient had undergone cholecystect- 
omy in 1931 and subtotal thyroidectomy for an 
adenomatous goiter in 1956. Examination revealed 
a fairly well-developed and well-nourished patient 
in no discomfort at the time of examination, in 


whom 8 degrees of HCl (hydrochloric acid) was 


obtained only an hour after histamine injection. A 
‘luoroscopic and roentgenographic examination of 
the upper gastrointestinal tract gave the impression 
of a change in the outline along the distal portion 
of the greater curvature of the stomach and sug- 
gested a moderate elevation of the mucosa. An 
exploratory laparotomy revealed extremely dense 
and extensive adhesions presumably due to the 
previous cholecystectomy. An exploratory gastro- 
stomy was done in the absence of any palpable 
abnormalities of the area. A biopsy specimen from 
the area designated as having a change in outline 
revealed markedly hyperplastic gastric mucosa to 
the point of its having intestinalized. It formed 
atypical glandular cystic cavities. There were many 
mitoses, many of which were abnormal. The cells 
lining the glands were hyperchromatic, showing a 
definite loss of polarity. Nuclei different in size, 
shape, and staining qualities were found at all 
levels of the cells. The transition between normal 
and abnormal glands was abrupt, and multiple 
serial sectioning and serial block examination failed 
to reveal any evidence of submucosal extension. 
Since neither the extent of the tumor nor the pos- 
sibility of multiple tumors could be ascertained, a 
high subtotal gastrectomy was done with the re- 
section of five-sixths of the stomach, omentum, and 
subpyloric nodes. In view of the fact that carcinoma 
in situ, in general, presents a normal gross appear- 
ance, it is suggested that biopsy specimens be taken 
from those stomachs where negative findings pre- 
vail in an effort to increase the detection of early 
carcinoma and to subsequently reduce the rate of 
mortality from cancer of the stomach, which now 
numbers 25,000 to 40,000 per year in the United 
States. 


Moniliasis: Review. A. Stenderup. Tidsskr. norske 
legefor. 77:939 944 (Nov. 1) 1957 (In Danish) 
[Oslo]. 


In recent years fungus infections, especially 
moniliasis, have become more frequent. The infec- 
tions occur particularly in patients during chemo- 
therapy, and chemotherapeutics are by most au- 
thors believed to play a part in their origin. The 
mechanism of the origin is not clear. Many of the 
cases reported are systemic infections, usually 
grave. Proliferation of fungi often takes place dur- 
ing treatment, especially with broad spectrum anti- 
biotics, and an increased number of fungi in the 
organism can reasonably be assumed to increase 
the possibility of clinical infection due to the 
fungi. Other factors must also be active. Vitamin 
B, deficiency may be significant. The diagnosis of 
moniliasis cannot always be based on the fungi 
findings alone. The value of a number of substances 
being tested for the treatment of moniliasis is not 
yet demonstrable. 
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Moniliasis: Clinical Material. A. Stenderup and 
E. Beeken. Tidsskr. norske legefor. 77:944-946 
(Nov. 1) 1957 (In Danish) [Oslo]. 


The pathogenesis in moniliasis is not known. It 
does not always follow that with proliferation of 
Candida albicans in the mucous membranes of the 
organism the fungi become rooted in the tissues. 
The vitamin balance in the organism, particularly 
the vitamin B balance, may perhaps play a part, 
but it is probably not the only factor. Fifty-two 
patients in whom Candida albicans was found in 
large numbers had clinically demonstrable monilia- 
sis. Thirty-two of the patients had Hodgkin's dis- 
ease, leukemia, or cancer. Most of them were in 
poor general condition and had been treated with 
antibacterial or antineoplastic chemotherapeutics, 
roentgentherapy, or ACTH and cortisone. 


Local Cures Obtained in Patients with Cavities 
Which Remained Open after Prolonged Chemo- 
therapy; Definite and Possible Cures: Study of 114 
Anatomically Confirmed Cases. P. Renault and 
E. Bernard. Rev. tuberc. 21:893-916 (Sept.-Oct.) 
1957 (In French) [Paris]. 


The authors studied 935 surgical specimens ob- 
tained from patients with pulmonary tuberculosis 
for which they had been treated preoperatively with 
2 or 3 antibacterial drugs, isoniazid serving as the 
medicamentous axis. Of 615 specimens which con- 
tained open cavitary lesions at some time in the 
course of the patient's disease, 101 with compact 
caseous or fibrous residues were excluded. The re- 
maining 414 specimens contained open cavitary 
lesions at the time of the surgical intervention. 
Three hundred of these contained cavities the case- 
ous walls of which were still the seat of active tuber- 
culous infection, 65 (18%) contained cicatricial cavi- 
ties, and the remaining 49 contained completely 
cleansed but not healed cavities. Of the 65 speci- 
mens 3 were observed in 1953, 11 in 1954, 24 in 
1955, and 27 in 1956. The incidence of local cures 
among the cavities which had remained open thus 
showed a progressive increase from year to year. In 
most of the specimens with cicatricial cavities, heal- 
ing of the cavities was associated with a total or 
subtotal cure of all the other tuberculous foci pres- 
ent in the lung. Of the 49 completely cleansed but 
not healed cavities, 18 showed partial cicatrization 
and some of these approached the stage of com- 
plete cicatrization, 31 did not show any parietal 
cicatrization but showed simple cleansing; most of 
these seemed to be still virulent tuberculous foci, 
the significance of which remained vague. 

A study of the clinical and bacteriological cir- 
cumstances of the healing process was carried out 
with 62 of the 65 specimens with cicatricial cavi- 
ties. In 29 of the 62 cases prolonged antibacterial 
treatment had been practiced for recent lesions; in 
24 cases this treatment had been applied to old 
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lesions or to lesions which recurred after collapse 
therapy or after a first course of chemotherapy. In 
the remaining 9 cases these circumstances were 
not known. The duration of antibacterial treat- 
ment was 6 months to 1 year in 30 cases, more than 
1 year in 25, and not known in 7. The chest roent- 
genogram findings concerning these cavities were 
not significant except for the fact that in only 8 of 
the 62 cases the roentgenologic appearance was 
that of a progressive thinning of the shadow of the 
cavitary wall which may or may not be associated 
with an increase of volume, an enlargement of the 
cavity. The sputums had become negative for more 
than 6 months before the surgical intervention in 
41 cases, and tubercle bacilli had been observed 
regularly in 2 up to the time of the surgical inter- 
vention. These findings suggest that clinical diag- 
nosis of “open healing” of the tuberculous activities 
is always associated with an appreciable risk, and 
many of the cicatricial cavities may not be de- 
tected by the present means of exploration. In the 
light of these facts, the indications for the present 
methods of surgical treatment deserve certain re- 
vision, but workers should be cautioned against a 
systematic change in therapeutic attitude which 
would not be justified by the presently available 
means of diagnosis. 


Pathological Morphologic Changes of the Heart in 
Poliomyelitis. E. K. Zhukova. Arkh. pat. 19:15-25 
(No. 11) 1957 (In Russian) [Moscow]. 


A detailed histological study of the heart was 
carried out in 18 lethal cases of acute poliomyelitis. 
Interstitial myocarditis was revealed in 2 cases. 
Circulatory disturbances, perivascular and_ inter- 
stitial edema, proliferation of the cellular elements 
of the stroma, and slight dystrophic changes in the 
muscle fibers of various degrees were noted in the 
other 16 cases. The author does not consider these 
changes in the myocardium to be due to myo- 
carditis in the clinicoanatomical sense, since they 
may be frequently found in various infectious toxic 
diseases without the corresponding clinical mani- 
festations. Not a single case of endocarditis or 
pericarditis was noted. Various degrees and diffuse 
dystrophic changes of the nerve cells were demon- 
strated in the nervous system. These changes 
ranged from mild (in the form of a swelling) to 
grave (pyknosis and “shade” cells). The system of 
transmission of the nerve impulse in the heart was 
not affected. 


Complications in Antirabic Vaccination. Ts. B. 
Khaime and V. S. Schnirova. Arkh. pat. 19:69-77 
(No. 11) 1957 (In Russian) [Moscow]. 


Five instances of complications after antirabic 
vaccinations are reported. Two patients had neuro- 
paralytic complications. Both patients recovered. 
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In 2 patients shock appeared after the 13th. injec- 
tion of the vaccine. In 1 of these shock was compli- 
cated by grave brain involvement with oculomotor 
and bulbar disturbances. The patient died on the 
3rd day. Autopsy revealed foci of red softening in 
the cerebral hemispheres and in the vermis cere- 
belli with hemorrhage into the 4th ventricle. Pro- 
fuse hemorrhages were found in the skin of the 
head, the body and the extremities. Microscopically, 
hemorrhagic necrosis with resorption and begin- 
ning organization were found in the pons varoli 
and in the cortex of the cerebral hemispheres. 
Small foci of demyelinization were demonstrable 
in the optic tract and in the white matter of the 
cerebellar hemispheres. The 5th patient had an 
acute condition with the initial symptoms of affec- 
tion of the central and peripheral nervous systems, 
such as headache and paraesthesia of the extremi- 
ties. Personal experience and data from literature 
show the possibility of combination of various 
complications in the same patient. This supports 
the conception of a single etiology in different 
types of complications developing after vaccination. 
Probably this single etiological factor is the pro- 
teins of the brain substance of rabbits. The disease 
appears as a result of allergic reaction of the or- 
ganism to repeated introduction of foreign pro- 
teins. A special reactivity of the organism evi- 
dently plays an important part. 


A Study of the Relationship Between Sickling and 
Hookworms. G. F. Jacob. East African M. J. 34:597- 
600 (Nov.) 1957 [Nairobi]. 


It is now well established that the possession of 
the sickle cell trait confers some degree of protec- 
tion against the more severe effects of falciparum 
malaria. The hookworm is a blood-feeding parasite 
and is of widespread distribution throughout the 
tropics; its geographical range is broadly compa- 
rable to that of malaria. Since high sickling rates 
occur where falciparum malaria is endemic, it must 
also be true that high sickling rates will be found 
in areas where hookworm rates are high. The rela- 
tionship between the sickling trait and hookworm 
infestation had been studied by Beet in 1946, with 
the result that 50% of 102 patients with sickling 
and 52% of 149 patients without were found to be 
infested with hookworm. This report is concerned 
with studies carried out in a village of 300 people. 
The blood was investigated for sickling and for the 
hemoglobin content, and the stools were examined 
for hookworms and occult blood. There was no 
difference in hookworm infestation rates between 
those with the sickling trait and those without this 
trait. The mean hemoglobin values were slightly 
lower in those without the sickling trait. No diminu- 
tion in the effects of hookworm infestation in per- 
sons with the sickling trait has been demonstrated 
in this series. It is possible that the lowered hemo- 
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globin values in the persons without the sickling 
trait would reach the level of statistical significance 
if the series were larger, but even if malaria were 
then excluded and the difference were proved to 
be related to hookworms, it is so small an effect as 
to be of no practical significance. 


RADIOLOGY 


Radiation Treatment of Cancer of the Thoracic 
Oesophagus. L. M. Gol’dshtein. Probl. Onc. 3:311- 
320 (No. 3) 1957 [New York}. 


The author reports on 119 patients with cancer 
of the esophagus who were given irradiation treat- 
ment at the radiologic department of the Institute 
of Oncology in Leningrad, U.S.S.R., between 1947 
and 1956. The presence of a tumor was established 
by radiologic examination. Esophagoscopy supple- 
mented by biopsy was performed in patients in 
whom there was doubt as to the correctness of the 
diagnosis. The cervical portion of the esophagus 
was the site of the tumor in 12 patients, the upper 
two-thirds of the thoracic part of the esophagus in 
102, and the lower thoracic part in 5. The essential 
features of the irradiation therapy employed was 
prolonged, fractional, low-intensity radiation of the 
tumor with roentgen rays through a lead grid from 
2 and, less frequently, from 3 skin fields, measuring 
6 by 8 or 6 by 10 cm., directly onto the tumor. The 
technical factors were 180-200 kv. and 1-2 mm. 
copper filtration at a skin focus distance of 50 to 
60 cm. The half-value layer was 1.4-1.7 mm. cop- 
per. The minute strength of a dose at the surface 
of the skin field used under the lead grid was 5-10 
r. The tumor was radiated daily from 2 fields. The 
individual dose to the tumor focus was then 100- 
150 r. The total duration of treatment was 6-8 
weeks, in the course of which the tumor was given 
a total radiation dosage of 4,000-7,000 r. 

Sixty-nine (67.7%) of the 102 patients with cancer 
of the thoracic part of the esophagus showed defi- 
nite subjective and objective improvement in vary- 
ing degree, manifested by improvement in the 
general condition, increase in weight, disappear- 
ance of pain and dysphagic symptoms, and increased 
patency of the esophagus. Radiologic examination 
of the esophagus revealed a marked reduction in 
the size or sometimes even complete disappearance 
of irradiated tumor. Signs of radiation sickness 
were absent in most of the patients, and the vitally 
important organs, through which in other irradia- 
tion methods x-rays from many fields are directed 
on the tumor, were not subjected to excessive 
irradiation. In 2 patients who died after irradia- 
tion treatment of remote metastases, the complete 
absence of the primary tumor from the irradiated 
area was confirmed by microscopic examination. 
In 1 patient who died of cerebral hemorrhage and 
who had remained in good health for 3 years and 
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8 months after irradiation treatment for cancer of 
the esophagus, autopsy revealed aggregations of 
cancer cells at several points in the smooth cica- 
trized esophageal wall. In view of these and other 
similar observations, a second (antirecurrence) 
course of irradiation treatment should be given 
3-5 months after the successful original course of 
treatment inorder to consolidate the results. Of 
the 102 patients with cancer of the upper two- 
thirds of the thoracic esophagus, 76 (74.4%) sur- 
vived for less than 1 year, 19 (18.7%) for 1 to 2 
years, 4 (3.9%) for 2 to 3 years, and 3 (2.8%) for 
3 to 5 years. Of 130 patients not submitted to 
irradiation therapy, only 7 (5.4%) lived for more 
than 1 year, while 26 (25.4%) of the 102 patients 
submitted to irradiation therapy survived longer 
than this period. Although only 3 (2.8%) of the 102 
patients were alive and in good health 3 years 
after the irradiation treatment, the temporary re- 
lief of suffering and amelioration of the conditions 
of their existence in most patients subjected to 
».,,this treatment is as important as attempts, not by 
fmy means always effective, in radical treatment 
of séme individual patients by surgical methods. 
The author suggests that for elderly patients with 
cancer in the thoracic part of the esophagus in 
whom the risk of surgical intervention is unusually 
great and the chances of lasting cure extremely 
uncertain, irradiation methods are preferable to 
surgical methods of treatment. 


Retrograde Aortography by Percutaneous Femoral 
Artery Catheterization. P. Bétouliéres, M. Pelissier 
and R. Mimran. Press. méd. 65:2159-2162 (Dec. 25) 
1957 (In French) [Paris]. 


Retrograde aortography by percutaneous cathe- 
terization of the femoral artery was performed by 
the authors for contrast studies of all the segments 
of the aorta, as well as of certain collateral vessels, 
particularly the vertebral artery, the subclavian 
arteries, and the carotid arteries. The catheter was 
passed even into the left ventricle in order to ob- 
tain an intracavitary roentgenogram of the left side 
of the heart. The equipment used was the same as 
that employed by Seldinger, consisting of a punc- 
ture needle, a flexible metal guide, and a polyethy- 
lene catheter of the same gauge as the needle. 
After puncture, the needle was replaced by the 
catheter with the help of a guide, thus preventing 
arterial trauma. Since compounds rich in iodine 
are quite viscid, the authors prefer the use of sub- 
stances of moderate concentration as contrast me- 
diums, such as diluted Radioselectan, a proprietary 
aqueous solution containing sodium and methyl- 
glucamine salts of diatrizoate. With this technique, 
the method has elective indications for which it 
appears to be irreplaceable. It is definitely harm- 
less and is readily performed. Its possibilities in 
the field of vascular exploration are great, since it 
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provides visualization of the major arterial circula- 
tion from the sigmoid region to the distal vascular 
ramifications in the extremities, the body trunk, 
and the head and neck region. As it requires only 
a small amount of contrast medium, the examina- 
tion may be repeated several times to vary the in- 
cidence of the rays with the patient in different 
positions, since he can be moved without risk onc? 
the catheter has been fixed in situ. Although retro- 
grade aortography by catheterization of the femoral 
artery does not tend to replace systematically the 
other methods of aortography, namely, direct 
thoracic aortography, counter-current retrograde 
aortography, and translumbar abdominal aortog- 
raphy, it may be a useful substitute for these 
methods in certain cases. It should, therefore, be 
considered as a complementary technique of great 
value. 


PUBLIC HEALTH 


Clinical and Experimental Findings on the Correla- 
tion Between Dental Caries and Metabolism of 
the Thyroid Gland and Fluorine. O. Tempestini. 
Minerva stomatol. 6:287-292 (Nov.) 1957 (In Italian) 
[Turin, Italy]. 


Dental caries experiments on rats, performed in 
the auther’s clinic, have shown that addition of 
desiccated thyroid to the diet has the same effect 
in prevention of dental caries as 20 ng of fluorine 
per liter of drinking water. A survey of 11 towns 
in the provinces of Calabria and Sicily revealed a 
distinct correlation between the fluorine content 
of drinking water and dental caries in children 11 
to 15 years of age. The higher the fluorine content 
of drinking water, the lower was the incidence of 
dental caries, and conversely. In 2 other towns, 
where more than a half of the population had 
goiter, the correlation between the incidence of 
fluorosis or dental caries and fluorine content of 
drinking water did not follow the expected clinical 
pattern. In 1 town fluorosis was endemic despite the 
low fluorine content of drinking water, whereas 
fluorosis was absent in the other town, where a 
low fluorine content of drinking water was found. A 
higher incidence of dental caries was observed in 
these 2 towns than in the others where there was 
no incidence of goiter. Caries was more severe in 
children between the ages of 11 to 15 years than 
in those aged between 6 and 10 years. The author 
concludes that hypothyroidism both predisposes to 
the incidence of dental caries and partially inhibits 
the fluorine action of preventing dental caries in 
young persons during the period of dental forma- 
tion. The indiscriminate fluoridation of public water 
supply for prevention of dental caries may produce 
fluorosis and undesirable side-effects in persons 
with deficiency of thyroid activity, without afford- 
ing benefit for the prevention of dental caries. 
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BOOK REVIEWS 


Orthopedics for the General Practitioner. By William E. 
Kenney, M.D., Orthopedic Surgeon, Truesdale Hospital, Fall 
River, Mass., and Carroll B. Larson, M.D., F.A.C.S., Pro- 
fessor of Orthopedic Surgery and Chairman of Department 
of Orthopedic Surgery, State University of lowa, Iowa City. 
Cloth. $11.50. Pp. 413, with 180 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1957. 


The authors of this reference book explain in 
their preface that the public expects a great deal 
of the general practitioner from the standpoint of 
knowledge of everything medical or surgical. This 
book is intended to help him evaluate his orthopedic 
problems and to treat those that come within his 
capabilities. Both authors understand the problems 
experienced by general practitioners and what they 
need in order to help them to render good care to 
their patients. The first section deals with the 
orthopedic diseases and infections of childhood. 
The subject matter is subdivided according to the 
anatomic location of the complaint or condition 
under discussion. Orthopedic problems of the adult 
are well outlined. The recommended treatment is 
usually practical and easy to carry out. The last 
two chapters deal with arthritis and bone tumors. 
These chapters should be of great help to the gen- 
eral practitioner who has puzzled over some ob- 
scure lesion and must decide whether or not he 
shall undertake the treatment himself or refer the 
patient to a specialist. This book should be of help 
to most general practitioners. 


An Introduction to Functional Anatomy. By David Sinclair, 
M.A., M.D., Professor of Anatomy, University of Western 
Australia, Perth, Australia. Cloth. $8.50. Pp. 426, with 166 
illustrations. Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Il].; Blackwell Scientific Publications, 
Ltd., 24-25 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1957. 


This book is intended primarily for training 
courses in paramedical sciences, especially for oc- 
cupational therapists and physiotherapists. Its major 
premise is embodied in the statement in the preface 
that physiotherapists and occupational therapists 
must have a knowledge of the locomotor system 
much in excess of that required by most nurses. 
Hence, the author made choices in topics and in 
the extent of treatment which overwhelmingly 
favor the skeletal, muscular, and nervous systems. 
He is inclined to allow such ancillary specialists 
merely a nodding acquaintance with other organ 
systems. Such a deliberately unbalanced presenta- 
tion limits the usefulness of the book in other fields. 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


The best features of this text reside in its pleasant 
style and in the emphasis on the functional aspects 
of some organ systems and of the body organiza- 
tion as a whole. 

This is not old-fashioned, dull anatomy cut down 
to the barest requirements of college courses. Color 
is added, now and then, by an English turn of 
phrase, such as “a desire for elevenses or afternoon 
tea” (on blood sugar levels), the “breakdown of 
roast mutton” (on protein metabolism), and “to 
make bricks without straw” (on simple goiter, also 
called “Derbyshire neck”). One might question the 
less favorable features pertaining to the highly 
summarized treatment of fairly complex anatomic 
and particularly physiological and biochemical con- 
ditions of the human body. A compendium-like 
treatment may favor memorization rather than the 
learning of basic facts, which a beginner must 
understand before a summary can really be mean- 
ingful. About one-half of the book is devoted to 
tissues and systems, with a space allotment for the 
nervous system of four or five to one compared 
with muscle or the circulatory system and blood. 
Epithelium and connective tissue are given only 
the most cursory treatment, and the descriptions 
of the digestive, genitourinary, and endocrine sys- 
tems are kept within only a few pages. In the 
second half there are brief chapters on metabolism, 
posture, and muscular activity. A major chapter on 
topographical anatomy again stresses the somatic 
motor apparatus, especially of the upper and lower 
limbs. The book has an interesting glossary of 15 
pages, explaining Greek and Latin terms, and a 
good index. A few other English texts are men- 
tioned for collateral reading. 


Hemophilia and Hemophilioid Diseases: International Sym- 
posium. Editor: Kenneth M. Brinkhous, M.D., Professor of 
Pathology, University of North Carolina, Chapel Hill. Sym- 
posium sponsored by National Hemophilia Foundation and 
held at Ambassador Hotel, New York City, August 24-25, 
1956. Publication of book was aided by grant through Na- 
tional Hemophilia Foundation from Gustavus and Louise 
Pfeiffer Research Foundation. Cloth. $7.50. Pp. 265, with 
illustrations. University of North Carolina Press, Chapel Hill, 
1957. 


The first section of this book deals with the clot- 
ting defect in hemophilia. The antihemophilic fac- 
tor, the isolation and assay of antihemophilic 
globulin, and standardization of so-called anti- 
hemophilic fractions are discussed by American, 
Swiss, and French authors respectively. Then fol- 
low four papers on inhibitors and hemophilia, spe- 
cifically on the role of certain plasma factors and 
anticoagulants. Contrary to claims made previously, 
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antibodies against clotting factors could not be 
demonstrated by Pennalver and associates. De- 
ficiency of hemostasis and of platelets are the sub- 
ject of the two concluding papers of section 1. 
Parahemophilia, proconvertin deficiency, plasma 
thromboplastin component deficiency, plasma 
thromboplastin antecedent deficiency, and the so- 
called Hageman trait are discussed in section 2. 
Five papers deal with genetic and marriage prob- 
lems, three with problems of diagnosis, and four 
with management in sections 3, 4, and 5. A beauti- 
fully illustrated paper on the pathology of hem- 
arthrosis in hemophiliac dogs and papers on bone 
and joint complications, management and ortho- 
pedic rehabilitation, and psychiatric and medico- 
social aspects are contained in the two final sec- 
tions. The international composition of the original 
papers and of the discussions which follow each 
section makes the presentations highly diversified 
and stimulating. One gets a clear picture of the 
current knowledge and of the limitations in our 
understanding of this complex subject. The frontis- 
piece portrait of John C. Otto, the Philadelphia 
physician who is given the credit for the first de- 
scription of hemophilia, suggests that historically 
minded readers might have appreciated a direct 
discussion of the exciting history of this puzzling 
disease. Those responsible for the organization of 
this symposium and for making the proceedings 
generally available deserve commendation. The 
book will be found indispensable by students of 
hemophilia and valuable by physicians in general. 


Morphologie und Physiologie des Nervensystems. Von Prof. 
Dr. med. et phil. Paul Glees, M.A. Cloth. 58 marks; $13.80. 
Pp. 445, with 149 illustrations. Georg Thieme Verlag, Herd- 
weg 63, (14a) Stuttgart N, West Germany; [Intercontinental 
Medical Book Corporation, 381 Fourth Ave., New York 16], 
1957. 

The author attempts to present the morphology 
and physiology of the nervous system in a book of 
445 pages, of which 50 pages are used for refer- 
ences, 25 for the index, and a large part for the 
excellent figures and diagrams. It is, therefore, not 
surprising that the author is unable to give a rea- 
sonably complete account of neurophysiology. For 
instance, the chapter on the autonomic nervous 
system comprises 4 pages. The classic work of 
Magnus on postural and righting reflexes and the 
significance of the medulla oblongata for respira- 
tory and autonomic functions are not mentioned. 
Frequently, newer results are discussed in detail, 
but the earlier fundamental work necessary for the 
understanding and evaluation of more recent data 
is not presented. Thus the chapter on nervous con- 
duction deals with the theory of saltatory conduc- 
tion but fails to mention the all-or-none principle. 
The book will be valuable for the German realex 
because it includes a good deal of the recent Anglo- 
American literature. The author is more familiar 
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with anatomic than with physiological work. The 
description of the anatomic methods of experi- 
mental neurology and the anatomic considerations 
(often including comparative anatomy and neu- 
rology) are valuable. Because of many omissions 
the book is not recommended to the beginner, but 
the expert may read it with profit. The illustrations, 
binding, and printing are excellent. 


Gynecologic and Obstetric Pathology, with Clinical and 
Endocrine Relations. By Emil Novak, A.B., M.D., D.Sc., and 
Edmund R. Novak, A.B., M.D., Assistant Professor of Gyne- 
cology, Johns Hopkins Medical School, Baltimore. Fourth 
edition. Cloth. $14. Pp. 650, with 683 illustrations. W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 
5; 7 Grape St., Shaftesbury Ave., London, W.C.2, England, 
1958. 


The fourth edition of Novak's world famous book 
on gynecologic and obstetric pathology has lost 
nothing by the sad death of Emil Novak. As Ed- 
mund Novak says in the preface, he and Donald 
Woodruff worked so closely with Emil Novak that 
they could predict his reactions to various concepts, 
trends of thought, and articles by various authors. 
This edition is 55 pages longer and contains 33 
more illustrations than the previous one. In it there 
is amplification of such important pathological 
problems as the relationship of basal cell hyper- 
activity to intraepithelial cancer and endometrial 
hyperplasia to adenocarcinoma and genital tuber- 
culosis. R. E. L. Nesbitt completely rewrote the 
chapters on implantation and placentation and 
abnormalities of the placenta and appendages other 
than hydatidiform mole and chorionepithelioma, 
and John K. Frost prepared an outstanding chapter 
on gynecologic and obstetric exfoliative cytopa- 
thology. The bibliography has been brought up to 
date, and many old illustrations have been re- 
placed by better ones. The book is well printed, 
and, as with all of Emil Novak's publications, the 
text is most interesting to read. This edition should 
remain a classic in its field. 


Thromboelastography. By Pietro de Nicola, Associate Pro- 
fessor, Department of Medicine, University of Pavia, Italy. 
Publication number 316, American Lecture Series, monograph 
in American Lectures in Pharmacology. Edited by Chauncey 
D. Leake, Ph.D. Cloth. $5.50. Pp. 110, with 85 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1957. 


Thromboelastography, a process for recording 
graphically the clotting of blood or recalcified 
plasma, was introduced in 1948 by H. Hartert in 
Germany. Since then numerous references have 
appeared in medical journals. In this timely mono- 
graph the author explains in simple terms how the 
thromboelastograph is made and its clinical sig- 
nificance. Fundamentally, the curve is recorded 
photographically from the retardation of a plunger 
in a vial of blood which is rotated back and forth. 
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Initially, there is a straight line, but, as the blood 
clots, this divides into two lines. The resulting 
graph varies with different diseases, as well as with 
different medicaments and reagents. The three 
components, reaction time, clot formation time, 
and maximum amplitude can be measured and 
plotted graphically. Numerous thromboelastographs 
are given in the book, with the curves that can be 
plotted from them. The data are clearly presented, 
and the monograph should be valuable as a help 
in understanding published figures and references 
to thromboelastography. 


Fundamentals of Electrocardiography and Vectorcardiog- 
raphy. By Lawrence E. Lamb, M.D., Director of Cardiology 
and Chief, Department of Internal Medicine, Air University, 
School of Aviation Medicine, USAF, Randolph Air Force 
Base, Texas. Cloth. $9.50. Pp. 142, with illustrations. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1957. 


Although methods of teaching electrocardiog- 
raphy vary widely, there is an increasing tendency 
to present the fundamentals of electrocardiography 
and vectorcardiography in one package, as has 
been done in this book. Starting with the basic 
electrical behavior in cells, the subject matter is 
gradually developed through electrical events in 
the normal heart and the changes occurring with 
disease. In adhering to fundamental concepts, the 
author has given scant attention to clinical electro- 
cardiography. For instance, only eight pages are 
devoted to myocardial infarction. The text is con- 
cise, being at times almost in outline form. Some 
amplification in certain areas would make for 
easier reading. This book may be of some help to 
students receiving their first introduction to elec- 
trocardiography. It may also be of value to the 
cardiologist who would like to brush up on the 
fundamentals of electrocardiography, but it cannot 
be used as a reference for clinical electrocardiog- 
raphy. 


Chemotherapy and the Central Nervous System. By Henry 
Mcllwain, Ph.D., D.Sc., Professor of Biochemistry, University 
of London at Institute of Psychiatry (British Postgraduate 
Medical Federation), London. Cloth. $10. Pp. 328, with 61 
illustrations. Little, Brown & Company, 34 Beacon St., Boston 
6; J. & A. Churchill, Ltd., 104 Gloucester Place, Portman 
Sq., London, W.1, England, 1957. 


In this age of esoteric scientific literature, it is 
most satisfying to read a work that deals not only 
with the author’s particular investigations but also 
relates them to investigations in allied disciplines, 
providing a sense of perspective for the reader. 
The book has two main themes: the development 
of principles and methods of chemotherapy and 
the application of chemotherapy in the treatment 
of mental disorders. The opening chapters discuss 
the early attempts to apply synthetic organic chem- 
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istry to the treatment of disease, particularly dis- 
eases involving the brain. These chapters include 
general depressants, control of body temperature, 
and the action of drugs on the body and disturbing 
agent. There is much material on infection and the 
central nervous system describing the triumphs 
achieved by the synthesis of specific chemical 
agents designed to damage the infecting parasite. . 
The discovery and application of sulfonamides and 
antibiotics and the new principles they brought to 
chemotherapy are discussed separately under 
metabolic and biological antagonisms. Additional 
chapters are concerned with epilepsy and the anti- 
convulsant drugs and the analgesics. Other specific 
nervous and mental disorders and the excitant and 
depressant drugs used in their treatment are also 
considered. The final chapter relates three subjects 
concerned with the development of therapeutically 
active chemical substances: chemotherapy and the 
central nervous system, common factors in the syn- 
thesis of new drugs and relationships between syn- 
thetic drugs and biologically active compounds of 
natural origin. 


The Anatomy of Congenital Pulmonary Stenosis. By Sir 
Russell Brock, M.S., F.R.C.S., F.A.C.S., Thoracic Surgeon to 
Guy’s Hospital, London. Cloth. $7.50. Pp. 114, with 77 illus- 
trations. Paul B. Hoeber, Inc. (medical book department of 
Harper & Brothers), 49 E. 33rd St., New York 16, 1957. 


This well-written monograph covers in great 
detail what has been learned about congenital pul- 
monary stenosis by many investigators and espe- 
cially by the author. The embryological develop- 
ment of the heart, always a difficult subject to 
present, is concisely covered and _ suitably illus- 
trated. The most important features of this treatise 
are the descriptions of the various kinds of pul- 
monary stenosis and associated anomalies. Much 
emphasis is placed on the mechanics of the right 
ventricle in infundibular stenosis and on the im- 
portance of studying the lesions during life rather 
than at postmortem examination “when the heart 
is inert, rigid, contracted, and often hardened by 
fixation.” The author gives a detailed account of the 
lesions in Fallot’s tetralogy as he has found them 
in 168 patients who have undergone infundibulec- 
tomy, an operation that he perfected. This fine book 
should be a welcome addition to the library of those 
who are interested in this phase of congenital 
heart disease. 


Introduction to Clinical Endocrinology. By A. Stuart 
Mason, M.A., M.D., B.Ch., Senior Lecturer, Medical Unit, 
London Hospital, London. Cloth. $4.50. Pp. 192. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., To- 
ronto 2B, Canada, 1957. 


The original purpose of this brief textbook was 
to present the subject of clinical endocrinology in 
terms of applied physiology. In actuality, however, 
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it is rather a brief review of endocrinological dis- 
orders with only scant consideration of the under- 
lying physiological principles. As a consequence, it 
fulfills neither the needs for a detailed practical 
text nor those of a theoretical treatise. Although the 
book is well written in an excellent style, the 
absence of any illustrations or references detract 
from its value. The subject matter is, in general, 
soundly presented but not completely up to date. 
For example, no mention is made of the Thorn test 
for adrenal insufficiency, the phosphate excretion 
test for the presence of a parathyroid tumor, enzy- 
matic deficiency as a cause of cretinism, or the im- 
portant manifestations of toxic adenoma of the 
thyroid. Despite these criticisms, the present volume 
should serve as a good review of the subject for 
anyone requiring a brief resume of clinical en- 
docrinology, including the diagnostic and _ thera- 
peutic aspects of the subject. 


Clinical Orthopaedics. Number Ten, Fall, 1957. Anthony 
F. DePalma, editor-in-chief. With assistance of asssociate 
editors, Board of Advisory Editors and Board of Correspond- 
ing Editors. Cloth. $7.50. Pp. 367, with illustrations. J. B. 
Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; 
2083 Guy St., Montreal, Canada; Pitman Medical Publishing 
Company, Ltd., 45 New Oxford St., London, W.C.1, Eng- 
land, 1957. 


In format and general appearance, this book 
matches the previous ones of this series. Its first 
portion is an eloquent tribute to the late Dr. Dal- 
las B. Phemister. The second section deals with 
affections of growth centers, and each chapter 
within this section deals primarily with specific 
epiphysial lesions. Throughout this section the 
x-ray reproductions, in general, are not as good as 
in previous volumes, and the editors should insist 
on better roentgenographic reproductions. There 
are some mildly controversial statements, but these 
should stimulate the readers to further investiga- 
tion. The next section is a continuation of the sym- 
posium on pathologic physiology of metabolic bone 
disorders; the first portion appeared in volume 9. 
This symposium is rather complete, and the bibli- 
ography is extensive. The last section considers 
general orthopedic problems. Most of these are 
well presented. In general, this volume maintains 
the high standards that have been set by this 
publication. 


Surgery of the Biliary Tract, Pancreas & Spleen. By 
Charles B. Puestow, M.D., Ph.D., Clinical Professor of 
Surgery, College of Medicine and Graduate College, Uni- 
versity of Illinois, Chicago. A Handbook of Operative Sur- 
gery. Second edition. Cloth. $9.75. Pp. 381, with 72 illustra- 
tion by Jessie W. Phillips. Year. Book Publishers, Inc., 200 
E. Illinois St., Chicago 11, 1957. 


This is one of six handbooks of operative surgery, 
all with a similar format. Each chapter begins with 
a brief discussion of the problem considered, fol- 
lowed by verbal and pictorial descriptions of oper- 
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ative techniques. The concise verbal presentation 
is always on the page opposite the diagram depict- 
ing the steps of the operation. The first edition, 
published in 1953, was a valuable contribution to 
the literature on operative technique and was well 
received. The new edition constitutes more of a 
second printing than a second edition, for 95% 
of the original book is reprinted verbatim. The 
only section which has undergone significant revi- 
sion is the chapter on indications and contraindica- 
tions for splenectomy. A brief discusssion of intra- 
venous cholangiography has been added, and one 
new operative procedure, caudal pancreaticojeju- 
nostomy, is described. This book is highly recom- 
mended to those not familiar with the first edition. 


Principles of Ophthalmoscopy. By John K. Erbaugh, M.D. 
Cloth. $5.50. Pp. 69, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., Toronto 2B, 
Canada, 1958. 


This monograph is a practical, simplified, yet 
accurate description of the findings and changes 
in the ocular fundus in health and in disease. It is 
intended primarily for the general practitioner, the 
internist, and the student of ophthalmology. It also 
serves to reemphasize and reclarify the fundus- 
copic picture seen daily by the practicing oph- 
thalmologist. The description of the sizes of normal 
disks and color, physiological depression, and true 
analysis of retinopathies are all reevaluated for 
him. The student should find it of tremendous 
benefit in understanding the principles of oph- 
thalmoscopy and the use of the ophthalmoscope. 
The text is readable and well sprinkled with col- 
ored photographs, diagrams, and fundus pictures. 
It should be a welcome addition in the library of 
any student of ophthalmology, internist, or teacher 
of ophthalmoscopy. 


Self-Help Devices for Rehabilitation. A co-operative service 
project made possible by National Foundation for Infantile 
Paralysis and conducted by New York University-Bellevue 
Medical Center, Institute of Physical Medicine and Rehabili- 
tation. [Ninth report.] Paper. No pagination, with illustrations. 
Institute of Physical Medicine and Rehabilitation, 400 E. 34th 
St., New York 16, n.d. 


This is another in a series of reports on various 
self-help devices. It is intended for insertion in a 
loose-leaf notebook. It covers a wide range of de- 
vices, including a special cuff to aid in holding a 
hair brush, one-handed fingernail clipper and file, 
toothbrush holder, work table and book rest for 
use by the supine patient, and many other aids to 
the handicapped. Either the commercial source of 
supply of each of the devices is given or detailed 
construction diagrams are provided in each case. 


DIET FOR WEIGHT REDUCTION 


To THe Eprror:—A recent article appeared in Tue 
JournaL (Thorpe, G. L.: Treating Overweight 
Patients, 165:1361-1365 [Nov. 16] 1957) describ- 
ing a diet for obesity. In it the patient is limited 
to a lean meat and fat diet composed of three 
parts of lean meat to one part of fat. Carbohy- 
drates were eliminated. In view of the number 
of articles that have appeared on cases of athero- 
sclerosis in which high blood cholesterol levels 
were found, will you discuss the possible harmful 
effect that ingestion of so much fat would pro- 
duce? Is there any scientific basis for the claim 
that the ingestion of a large amount of fat will 
burn up other fat without deleterious effect? 
What is the least harmful diet that one can util- 
ize in obesity? M.D., Washington, D. C. 


ANsweR.—Many types of diet have been used 
successfully in the treatment of obesity, and weight 
loss has resulted if calorie intake was less than cal- 
orie expenditure. The high-fat diet is based on the 
work of Pennington, which was quoted extensively 
in the article cited in the question. Pennington’s 
findings have several possible interpretations. His 
conclusions are based largely on hypothesis rather 
than proof and require substantiation before they 
can be accepted. Scientific evidence that ingestion 
of large amounts of fat will burn up other fat is in- 
deed meagre. 

In the opinion of most authorities, a diet for 
weight reduction should be adequate in all essen- 
tial nutrients but restricted in calories. It should 
closely resemble a good or normal diet so that the 
patient may learn proper eating habits. The lean 
meat and fat diet does not fulfill these criteria. The 
high fat content of this diet may be undesirable in 
view of possible relationships between dietary fat 
intake, serum lipid levels, and the development of 
atherosclerosis. Such a diet does not teach optimal 
dietary habits. Much remains to be learned about 
relationships between dietary fat and atherosclero- 
sis. It has been shown that concentrations of serum 
cholesterol and other lipids are increased by diets 
high in fat and decreased when diets low in fat or 
diets high in polyunsaturated fatty acids are ad- 
ministered. Meat fat contains only small amounts 
of these unsaturated fatty acids, whereas most veg- 
etable oils contain large amounts. It has been re- 
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ported, also, that serum cholesterol levels tend to 
decrease during periods of weight loss. This has 
been found in subjects eating ordinary diets con- 
taining moderate ‘amounts of fat, but serum lipids 
apparently have not been studied during high-fat 
reducing regimens. Even if such levels are not ad- 
versely affected, there is some evidence to suggest 
that postprandial lipemia may have an adverse in- 
fluence on the clotting mechanism. While elevated 
serum lipid levels have not been demonstrated to 
be causally related to atherosclerosis and coronary 
artery thrombosis, considerable evidence suggests 
that hyperlipidemia and hypercholesterolemia may 
have some role in the pathogeneses of these con- 
ditions. Until more is known, it would seem wise 
to avoid excessive fat intake both during and after 
weight reduction. 

Since the relation between blood lipids and arteri- 
osclerosis and the relation between diet and blood 
lipids are both matters of controversy, a qualified 
answer is necessary. It should be emphasized that 
there is no evidence to show that a high propor- 
tion of fat in a diet limited in total quantity is cap- 
able of raising the blood cholesterol concentration. 
Even in maintenance diets, the role of fat in con- 
trolling the concentration of cholesterol] may relate 
more to the kind of fat than to its quantity. Indeed, 
it is possible to change the concentration of choles- 
terol by an isocaloric substitution of a saturated 
fat by an unsaturated one. The question as to the 
least harmful diet in obesity is one that provokes 
many schools of opinion. The fact that there is so 
much controversy on this point strongly suggests 
that there is no convincing evidence to answer it. 
The most reasonable diet to employ for weight 


reduction is one that maintains normal proportions 


of fat, proteins, and carbohydrates and simply lim- 
its the total quantity of the mixture. 


PREVENTING FUNGUS INFECTION IN 

SCHOOL GYMNASIUMS 

To THE Eprror:—What is a means of preventing 
spread of fungous infection in the school shower 
room or gymnasium? M.D., New York. 


ANSweER.—Recent experiments coupled with the 
clinica] experience of physicians provide the foun- 
dation for a changed viewpoint on the causal fac- 
tors of epidermophytosis. For many years preven- 
tive measures were based on the assumption that 
fungous disease resulted from walking on surfaces 
contaminated with fungi. However, attempts to 
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produce fungous disease of the feet by deliberately 
exposing the feet of volunteers to a solution known 
to contain pathogenic fungi have been unsuccessful. 

Those conducting the studies to which reference 
has been made consider the condition of the in- 
dividual’s skin a most important factor in deter- 
mining whether or not he will develop fungous dis- 
ease following exposure. They suggest that fungi 
are usually present on clinically healthy skin, that 
preventing exposure to fungi may not be possible, 
and that disease results from exposure only when 
the individual’s skin is favorable to such fungous 
growth. One of the conclusions is that “individual 
hygiene, especially the use of methods designed to 
maintain and increase the resistance of skin of 
the feet, is of the greatest importance for the pre- 
vention of fungous disease of the feet.” 

Complete eradication of fungi from locker and 
shower rooms is practically impossible because 
spores are long-lived and remain dormant for ex- 
tended periods of time. Nevertheless, thorough 
scrubbing of floors is recommended. This should 
be done daily, using hot water and soap. Foot 
baths are not recommended for preventive pur- 
poses in either shower rooms or swimming pools. 
Their value is negligible, and they soon become 
dirty, unsanitary, and unattractive. They are con- 
sidered a hazard by some persons because they 
promote a false sense of security and tend to lessen 
emphasis on proper personal care of the feet. The 
most important preventive procedure is education 
of pupils regarding personal practices. 


EFFECTS OF ELECTRICAL SHOCKS 

To THE Eprror:—What are the possible long-term 
effects of two high-voltage electrical shocks sep- 
arated by an interval of two years? The voltage 
was sufficient to produce second-degree burns at 
the site of entry and exit and to produce amnesia 
for a period of two to three days. Specifically, 
what is the nature of the long-term tension-anxi- 
ety state? Is it known whether or not the wide 
variety of rather bizarre physical symptoms which 
follow shocks are due to organic or “functional” 
disturbance of the central nervous system? Any 
comments concerning the prognosis and long- 
term outlook of such patients would be appreci- 
ated. 


John W. Wilson Jr., M.D., Conway, S. C. 


ANSwER.—The long-term effects of high-voltage 
electrical shock are extremely variable as to both 
degree and duration. Voltage is not so much a 
determining factor as is strength of current, i. e. 
amperage (difficult to ascertain) at the point of 
contact and pathway through the body. Burns pro- 
duced from high voltage are almost always deeper 
than second degree. The presence of amnesia in 
the case cited suggests that there was unconscious- 
ness. The amnesia is often retrograde, and there 
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may be associated bizarre symptoms best described 
as auditory or visual hallucinations. Long-term anx- 
iety states strongly imply preexisting deep-seated 
emotional disturbance and/or unexpressed or ex- 
pressed wishes for compensation, unless the period 
of unconsciousnesss was sufficiently long to cause 
central nervous system pathology which would be 
similar to that following periods of unconscious- 
ness from other causes in which there has been 
circulatory or respiratory impairment with pro- 
longed anoxia. If the current traversed the spinal 
cord, as from arm to arm, there could be symptoms 
of progressive degenerative spinal cord lesions 
which appear bizarre but which should present 
localizing neurological findings and would of course 
have an organic basis. The prognosis in instances 
where the disturbance definitely appears functional 
would depend upon psychiatric evaluation and 
response to treatment of underlying emotional dis- 
turbance. A classic discussion of electropathology, 
by R. H. Jaffe, appears in the Archives of Path- 
ology (5:837, 1928). There is a concise excellent 
discussion of electrical injuries by S. E. Barrera, in 
“Medical Physics” (vol. 1, edited by Otto Glasser 
and others, Chicago, Year Book Publishers, 1944, 
p. 741) and a fine presentation of neuropathology 
and cases by Leo Alexander in Medical Clinics 
of North America (22:663, 1938) and Journal of 
Industrial Hygiene and Toxicology (20:191. 1938). 


EFFECT OF ACTINIC RAYS ON 

ENDOCRINE SYSTEM 

To tHe Eprror:—A 45-year-old man developed 
acute myxedema. Prior to this he had been ex- 
posing himself to a sunlamp each evening for 10 
to 15 minutes. He had been doing this for about 
three months. The lamp was placed in a posi- 
tion which exposed his face and neck only. A re- 
view of the literature for the past five years has 
failed to reveal any report of association between 
over-exposure to actinic rays and the develop- 
ment of acute hyperthyroidism or acute thyroid- 
itis. Is there any relationship between these two, 
or would it be coincidental only? 
Ramon J. Spritzler, M.D., Beverly Hills, Calif. 


ANSWER.—There have been many studies of the 
effects of visible and ultraviolet light on the endo- 
crine systems of animals. Most of these have been 
concerned with changes in pigmentation in am- 
phibia; plumage and sex cycle changes in birds; 
and in”sexual cycles, antlers, etc. in mammals with 
seasonal breeding behavior. Even in birds and 
lower mammals, the evidence for the photoperiodic 
regulation of thyroid activity is not conclusive. In 
view of the widespread use of artificial ultraviolet 
light in dermatological therapy and in the home, 
it is probable that an effect on thyroid function 
would have been noted more frequently if it does, 
indeed, occur. On the basis of present knowledge, 
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it is believed that the observed sequence of events 
in this patient is a chance coincidence and that the 
sunlamp exposures had nothing to do with the thy- 
roid disease. 


STEAM IN THE TREATMENT OF 

RESPIRATORY INFECTIONS 

To THE Eprror:—What are the indications and rela- 
tive merits of cold and warm steam in the treat- 
ment of respiratory infections in infants and chil- 
dren? M.D., Michigan. 


ANSwer.—The value of cold and warm steam in 
the treatment of respiratory infections in infants 
and children is dependent on the amount of water 
vapor in the air surrounding the patient. This 
amount is directly controlled by the temperature. 
Experienced observers feel that warm steam is 
more effective in the treatment of spasmodic croup 
(so-called old-fashioned croup) and acute laryngo- 
tracheobronchitis. However, in the presence of a 
high fever, the use of steam in small areas may 
add to the discomfort of the patient. The usual 
bronchitis, nasopharyngitis, and tracheitis seem to 
respond as well to cool steam. The type of moisture 
used is dependent somewhat on facilities available. 
The ideal, a steam room, which is usually only 
found in well-equipped children’s hospitals, ob- 
viously has limited use in private practice. The 
emergency of spasmodic croup in the early hours 
of morning can readily be overcome by the use of 
a hot-water shower in the bathroom. Such steam 
is produced rapidly and in large amounts. For less 
urgent situations, the electric steam pot or gener- 
ator combined with a sheet over the crib or bed 
is satisfactory. The mechanical electric producer 
of moisture is efficient and has the added advan- 
tage of operating without danger of steam burns. 


ABSORPTION OF TOPICAL STEROIDS 
To THe Eprror:—Would the topical steroid prepa- 
rations be absorbed in sufficient quantity to cause 
exacerbation or activation of a gastric ulcer? 
M.D., Illinois. 


Answer.—Each steroid compound has to be eval- 
uated individually to find out the readiness with 
which it is absorbed. In the state of our present 
knowledge, it is difficult to generalize about the 
amount that would be absorbed and whether a 
systemic effect would be produced and whether 
one of the complications might be favored. Certain 
biochemical changes may take place in the skin 
and in transit, and the rate of absorption may be 
so slow that a general effect is not possible. In gen- 
eral, cortisone is relatively ineffective, whereas hy- 
drocortisone is definitely effective and thus might 
produce certain systemic effects, of which the risk 
of the aggravation or possibly the actual produc- 
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tion of peptic ulcer should be considered. See Sulz- 
berger and others (J. A. M. A. 151:468-472 [Feb. 
7] 1953) for further observations. 


EFFECT OF CREOSOTE VAPOR 
To tHE Eprror:—A workman supervised the in- 
stallation of about 50 creosote-covered pilings in 
a river for the building of a bridge. He claims 
that this caused cancer of the larynx. Could this 
be possible? 
P. J. Imperato, M.D., Brooklyn, N. Y. 


ANsweER.—Creosote is not a chemical entity, 
whether from wood or coal tar. The common com- 
mercial creosote is a mixture of phenolic bodies 
from coal tar. This creosote is credited with cancer- 
ogenic properties, perhaps exclusively limited to 
the skin, although the lung has been mentioned. 
Lenson said, “This is particularly true of those in 
tar distilleries, carpenters, railroad workers, farm- 
ers, glass-furnace and steel-furnace attendants, and 
engineers and truckers of diese] fuel oil.” So far 
as known, all reported cases have involved creosote 
in intimate contact with the skin, such as in the 
handling of impregnated railway crossties or in 
the hand painting of ship timbers. In the present 
instance, it is impractical to believe that the mere 
supervision of the installation of some 50 creo- 
sote-treated pilings could have provided significant 
exposure. Although odors of creosote are persistent 
about treated wooden objects, creosote gives off 
little vapor, and no substantial air contamination 
is to be expected. The causation of any cancer of 
the larynx may not be recognized as a prospect. 
See Lenson’s “Multiple Cutaneous Carcinoma After 
Creosote Exposure” in the New England Journal 
of Medicine (254:520, 1956). This article contains 
four references, and there are others. Apart from 
cancer, dermatoses from creosote are far more 
common, In such, photosensitivity may be a factor. 


USE OF MAGGOTS IN MEDICAL PRACTICE 
To THE Eprror:—What species of maggots is used, 
if any, in the practice of medicine? What is the 
source of supply for this or any other species of 
maggots? 
Robert L. Atkinson, M.D., Bloomington, IIl. 


ANswer.—“For more than a century it was ob- 
served that fly maggots which infested the wounds 
of persons injured in battle frequently cleaned out 
the tissue debris and fragments of shattered bones 
and allowed rapid healing of the lesions. Baer 
(1931) introduced fly larvas as a surgical aid in 
hospitalized cases of osteomyelitis. Because of the 
possibility that fly larvas from a contaminated 
breeding source might introduce tetanus or gas 
bacillus into tissues where they were used, larvas 
were then cultured under sterile conditions for 
surgical use. In addition to debridement, the mag- 
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gots ingested and frequently killed the bacteria 
in the lesion, and by means of a secretion, allan- 
toin, stimulated granulation and healing. The 
green-bottles Phaenicia (vel. Lucilia) caesar, P. 
sericata (L. sericata), and the black blow fly 
(Phormia regina) were most commonly utilized. 
Stewart (1934) called attention to the fact that 
these larvas will attack healthy as well as decaying 
or moribund tissue, and will even penetrate intact 
human skin. Since a wide variety of antibiotics 
have become available in recent years for treating 
osteomyelitis, the use of fly larvas has generally 
been abandoned.” See Faust and Russell, “Craig 
and Faust’s Clinical Parasitology” (ed. 6, Philadel- 
phia, Lea & Febiger, 1957, p. 879). 


PSORIASIS AND SURGERY 

To tHE Eprror:—A patient has had psoriasis for 
about 10 years. She is to have abdominal sur- 
gery. Would an incision through the abdominal 
psoriasis be dangerous? 


D. D. Mosher, M.D., Seminole, Okla. 


ANswer.—Psoriasis is not a contraindication to a 
necessary intra-abdominal operation. The eruption 
may be aggravated by the stress of any major pro- 
cedure, however. The incision may be made 
through a plaque of this disease, providing the 
area receives the same preoperative preparation ac- 
corded normal skin. It would be wise to remove 
the scales before surgery by vigorous brushing or 
scraping. While this may inflame the skin, it will 
remove mechanically many organisms that other- 
wise would be protected from antiseptics by the 
overlying scales. If there is no immediate necessity 
of subjecting the patient to the surgical procedure, 
temporary clearing of the eruption by local ther- 
apy, x-radiation, or 4-aminopteroylglutamic acid 
might be attempted. Cutaneous lesions may spread 
to the healing incision even if the surgical wound is 
inflicted in the grossly normal skin of a patient with 
psoriasis, due to the Koebner phenomenon. 


DRYNESS OF THROAT IN SINGERS 

To tHE Eprror:—A professional singer frequently 
is required to sing several hours daily in large 
auditoriums without the assistance of amplifica- 
tion. He has “dryness and a sense of fatigue” in 
his throat and believes that his voice would be 
unimpaired if these sensations could be elimi- 
nated. How can he be helped? 

M.D., California. 


AnsweR.—There is no doubt that singing for 
several hours in a large auditorium without ampli- 
fication subjects the entire vocal mechanism to a 
severe strain. However, in some operas, such as 
the Wagnerian cycle, the leading characters will 
sing for long periods, often having to project the 
voice over a heavy orchestral accompaniment. 
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These artists, through proper breathing and vocal- 
izing, avoid straining the voice, and they prevent 
undue fatigue by a general physical regimen in 
which the entire body is kept at maximum effi- 
ciency. The individual referred to in the question 
must avoid unnecessary use of the voice when not 
singing and must obtain sufficient rest and outdoor 
exercise. Dryness can, to a certain extent, be allevi- 
ated by the use of a steam vaporizer with a small 
amount of oil of eucalyptus in the water. Simple 
lozenges, such as butterscotch or fruit lozenges, af- 
ford temporary relief from dryness. Medicated 
lozenges should be avoided. Naturally, smoking 
and drinking must be avoided. It is also important 
that stress and tension be avoided since these 
factors can influence the normal coordination of 
the extrinsic laryngeal muscles. 


FREQUENT SHAVING AND HAIR GROWTH 


To THe Eprror:—A nurse mentioned that she was 
never allowed to shave the neck of a woman 
ready for thyroidectomy for fear that hair would 
grow. Is this tradition a throwback to folklore? 
Are there any statistics that show whether or 
not shaving does affect hair growth? 

Robert R. Reilly, M.D., Landover Hills, Md. 


Answer.—There is no truth in the belief that fre- 
quent shaving will stimulate the growth of hair. 
If this were true, the average young man would 
have been shaving his head closely for years in 
an attempt to retain his falling locks. This fact has 
been substantiated by several experimental studies. 
One of these investigators (Trotter, Arch. Dermat. 
& Syph. 7:93, 1923) performed numerous experi- 
ments in which she tested the effects of shaving the 
hair of various parts of the body in adults of both 
sexes. Careful measurements of the hair were made 
at the beginning of the study and at the end of 
the experiment. A comparison was made of sym- 
metrical areas on the body, one area being shaved 
daily while the other was left untouched and used 
as a control. This type of protocol was employed 
over a period of several months, and the results 
showed that there were no differences whatso- 
ever in the amount, length, diameter, or pigmenta- 
tion of either the lanugo or terminal hairs present 
on either side. 


EXCESSIVE PROTEIN INTAKE 


To THe Eprror:—Are there any possible harmful 
consequences in the daily eating of one cup of 
cooked egg whites over a long period of time 
(e. g., one year)? 

Zale A. Yanof, M.D., Toledo, Ohio. 


ANswerR.—So far as this consultant is aware, no 
harmful consequences would accrue in the daily 
eating of one cup of cooked egg whites for a long 
period of time. Of course, there are many other 
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sources of concentrated proteins of high biological 
value that would be equally of value. In particular, 
there is dried, defatted milk powder. The difference 
in biological values among egg whites, meat, fish, 
and chicken is very small. Proteins from eggs, meat, 
poultry, and fish are excellent, and over a period of 
time it would be essentially impossible to differen- 
tiate these proteins on the basis of nutritive value. 


HUFNAGEL VALVE 


To THE Eprror:—A patient with rheumatic aortic 
insufficiency was treated with the use of a Hrf- 
nagel valve in the thoracic descending aorta. 
Considerable improvement in the patient's condi- 
tion was obtained, but approximately 1% years 
after placement of the valve he developed an 
idiopathic thrombocytopenic purpura which has 
persisted through the succeeding year to the 
present time. This thrombocytopenia can be 
reasonably well controlled with prednisolone in 
a maintenance dose varying from 5 to 10 mg. 
daily. Has thrombocytopenia been known to 
occur as a late complication of the Hufnagel 
valve? If so, what treatment is advised? 

D. L. England, M.D., Eugene, Ore. 


ANSWER.—Thrombocytopenic purpura has not 
been known to occur as a late complication of the 
Hufnagel valve to date. Theoretically, it would be 
expected that any disturbance of blood elements 
would occur in the early postoperative stage, with 
the possible exception that a defective valve might 
possibly undergo fatigue of its plastic elements 
and disturbance of its surface at a later date. Sev- 
eral of these valves have been observed in dogs 
under Dr. Hufnagel’s direction for seven or eight 
years with no such complication. No specific treat- 
ment would be advised other than the usual treat- 
ment for thrombocytopenic purpura. 


SENSITIVITY TO INJECTABLE PENICILLIN 
To THE Eprror:—A patient who has had one attack 
of rheumatic fever is being given 1,200,000 units 
of an injectable penicillin once a month. He has 
had no evidence of rheumatic fever for the past 
six months; however, after each injection his 
temperature goes up to 102 F (39 C) for about 
24 hours. What is the explanation for this phe- 
nomenon, and is it a common occurrence? No 
other patient receiving such injections has this 
problem. 
C. B. Rush., M.D., Timmonsville, S. C. 


ANsweER.—The occurrence of fever of 24 hours 
duration following each injection of the particular 
penicillin product is doubtless a manifestation of 
sensitivity to the antibiotic. Such brief episodes of 
fever unaccompanied by other symptoms and fol- 
lowing each injection of penicillin are unusual 
manifestations of hypersensitivity, but they do oc- 
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cur. In view of the patient’s sensitivity to injected 
penicillin, prophylaxis of streptococcic infection 
may be attempted by daily oral administration of 
penicillin V. Should the patient also prove sensi- 
tive to this, another antibiotic will have to be used. 


HODGKIN’S DISEASE 
To tHe Eprror:—Please give information on indi- 
cations for and availability of any antiserum or 
its equivalent for Hodgkin's disease. 
M.D., Maine. 


ANsweR.—There is no antiserum or equivalent 
that has proved useful in the management of Hodg- 
kin’s disease. One can therefore not comment on its 
indications or availability. The conventional forms 
of treatment of Hodgkin's disease are x-ray therapy 
for local disease and nitrogen mustard or one of its 
related compounds for the systemic manifestations 
of Hodgkin’s disease. 


TREATMENT OF VITILIGO 

To tHe Eprror:—A patient has a pea-sized white 
patch, found four months ago, on the left side of 
the waist. After some days this white patch was 
found to be increasing. Now it has increased up 
to 2 in. Pigmenting medicines have been used 
before exposure to sunlight and in the night be- 
fore exposure to ultraviolet rays. The patient has 
had a leukodermic patch about 2 in. above the 
loin on the back, first noticed in 1917. There is no 
family history of such disease or any other dis- 
ease. Please suggest dermatological help in the 
matter. S. A. Patki, M.D., Poona, India. 


ANSWER.—The results from treatment of vitiligo 
or leukoderma are generally unsatisfactory. Treat- 
ment with methoxypsoralen sometimes causes re- 
pigmentation and sometimes not; topical use of this 
drug usually is not recommended because ofthe 
severe bullous reaction that it is apt to produce. 
The patches can frequently be masked satisfacto- 
rily by painting them with a solution of potassium 
permanganate in concentration to match the sur- 
rounding skin. 


GUIDANCE FOR THE “OVERSEXED” CHILD 
To tHe Eprror:—How does one dampen the 
natural desires and impulses of a 13-year-old 
girl who has just started to menstruate and is 
“oversexed’? She has developed very rapidly 
during the past year and is very conscious of her 
development and of the opposite sex. 
M.D., New York. 


ANSWER.—It would be well to have this girl stud- 
ied psychologically as well as medically. Planning 
for her will be dependent upon her intellectual sta- 
tus and her general emotional state as well as her 
physical condition. The conditions in her home may 
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have bearing upon her seeming lack of self-control. 
One cannot lessen her drives but perhaps can direct 
them into more constructive channels. In view of 
the many considerations that may have bearing 
upon her conduct, it would be desirable that she 
be seen at a child guidance center or children’s 
psychiatric service; general planning of a program, 
possibly psychotherapy (assuming adequate intel- 
ligence, which cannot be taken for granted) may 
be indicated. The parents will probably need guid- 
ance in her care. 


BALDNESS 
To rHe Eprror:—A 26-year-old man, otherwise in 
excellent health, has been losing hair slowly but 
continuously for quite a few years. Even at this 
age, he looks a little bald. His father was quite 
bald too, but only when older. His mother and 
one older brother have thick, heavy hair. He has 
had occasional venereal exposures, but several 
serologic tests,’ including Kahn, are negative. 
The scalp is very clean. There are no signs of 
any fungus infection. The loss of hair is general, 
not the areata type. Please advise about diagnosis, 
further study, and treatment. 
Chen Chek-Ling, M.D., 
Nakon Pathom, Thailand. 


ANsweR.—This man apparently has common male- 
pattern-type baldness, a condition that is not a com- 
pletely understood and one for which there is no 
remedy—other than to choose one’s ancestors with 
greater care. Apparently the baldness is not hamper- 
ing his social life. 


ANESTHESIA FOR SURGERY IN 

DIABETIC PATIENTS 

To tHE Eprror:—What is the preferred anesthetic 
management for operations on the lower abdo- 
men and lower extremities in patients with dia- 
betes mellitus? Is there any contraindication to 
spinal anesthesia in such patients who may have 
subclinical neuropathy? Should regional anes- 
thesia be avoided in a diabetic patient who has 
symptoms of peripheral neuropathy? 

M.D., New York. 


Answer.—The experience and competence of the 
anesthetist are important factors. Spinal anesthesia 
is desirable in diabetic patients, especially if pul- 
monary complications are present or anticipated, 
and in cardiac patients if hypotension can be 
averted. It is the anesthesia of choice for operations 
upon the lower extremities. It is wiser to avoid 
regional anesthesia in patients who have symptoms 
of peripheral neuropathy because so frequently 
they develop infection and tissue necrosis. 


QUESTIONS AND ANSWERS 


ASYMMETRY OF DEEP REFLEXES 

To THe Eprror:—A 35-year-old mother of two chil- 
dren has an active left-patella tendon reflex, an 
absent right-patella tendon reflex, an active right- 
achilles tendon reflex, and an absent left-achilles 
tendon reflex. The only significant history obtain- 
able was that the patient had been told that she 
had had “spinal meningitis” in infancy. What is 
a logical explanation for this? 

Warren Heller, M.D., Ogdensburg, N.Y. 


ANswerR.—The asymmetry of the deep tendon re- 
flexes in the lower extremities described in the 
question is probably of no clinical significance in 
the absence of any other neurological findings. 
Asymmetry of deep reflexes is found occasionally 
in normal individuals. Sometimes a seemingly ab- 
sent reflex can be brought into some activity by 
utilizing techniques. of reinforcement. It is possible 
however that the history of “spinal meningitis” is of 
significance, since this, either of itself or possibly 
representing really a diagnosis of nonparalytic polio- 
myelitis, might have produced this reflex disturb- 
ance persisting into adult life. 


HYPNOSIS FOR PAIN 
To tHe Eprror:—A 64-year-old man had _ pipe- 
smoker's cancer of the tongue in 1930, followed 
by extensive x-ray and radium treatment result- 
ing in radium burn and scar tissue; he had a sec- 
ond recurrence in 1934 and a cancer cell exten- 
sion in the nostril in 1953. He has had no exten- 
sion since then but has had almost continuous 
neuralgic pain in the neck, face, and occipital 
region but strangely has not become habituated 
to codeine. He has been told that hypnotic treat- 
ments would relieve the pain. Please comment. 
Burton G. McGarry, M.D., Sarasota, Fla. 


Answer.—If the patient will allow himself to be 
hypnotized, there is every likelihood his perception 
of pain can be reduced or completely suppressed. 
The hypnotic sessions would have to be frequently 
repeated, but, unfortunately, if this patient has not 
previously been hypnotized, it would likely be 
difficult to induce a trance in him at his present age. 


CUTANEOUS IRON STAINS 

To tHE Eprror:—A nurse gave a 14-year-old child 
an iron preparation subcutaneously in the right 
arm. She now shows a deep gray stain, 4 by 4 in. 
in size, on the skin of the upper outer arm. What 
can be done to remove an iron stain from the skin, 
other than excision and skin grafting or possibly 
tattooing? 

J. Dudley Youman Jr., M.D., Shreveport, La. 

ANswerR.—As a rule, iron stains disappear from 

the skin in time, though it may take quite a while. 

The better course, in this case, rather than to use 
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an operative procedure, would be to keep the 
patch covered with a cosmetic preparation and 
allow time to take its effect. This consultant does 
not know of an effective chelating agent for such 
a stain. 


VITAMIN K IN FOODS 

To tHE Eprror:—The essence of a recent article 
was that fresh or canned vegetables may help 
heart conditions, whereas frozen vegetables may 
contribute to frequency of attacks. Citrus fruits 
were not mentioned in the article. Freezing, the 
article said, destroys vitamin K, whereas the 


heat in processing does not affect it. Please _ive - 


information on this matter. 
C. L. Park Sr., M.D., Sanford, Fla. 


ANSWER.—There is very little information in the 
literature about vitamin K content in foods, espe- 
cially in frozen foods. So far as this consultant is 
aware, there is no evidence available to show that 
frequency of heart attacks results from such differ- 
ences in food intake. It would seem logical that a 
coronary patient would benefit more from a de- 
creased prothrombin time, since blood clotting is 
the major concern. 


THROMBOEMBOLISM AND POSITION OF 
LEGS DURING SURGERY 
To tHe Eprror:—Is there any difference in inci- 
dence of thromboembolism between vaginal 
surgery with legs in the lithotomy position and 
pelvic surgery without the lithotomy position? 
R. S. Srigley, M.D., Altus, Okla. 


AnsweER.—The incidence of thromboembolism is 
less with vaginal surgery (with the legs in the lithot- 
omy position) than with abdominal pelvic sur- 
gery (with the legs not in the lithotomy position ). 
There is, however, no evidence that the position of 
the legs per se has anything to do with it. 


APPEARANCE OF PHYSICIANS IN PUBLIC 

To tHe Eprror:—Although many medical societies 
use television and radio as well as forums and 
lectures to the public, there are still many phy- 
sicians who believe that this is improper and 
unethical and, in fact, that it constitutes a form 
of advertising. Please explain why these once 
tried and tested principles are now apparently 
being abandoned. M.D., Illinois. 


ANnswer.—Advertising by physicians remains as 
unethical today as it ever was. The appearance of 
physicians on radio and television or in connection 
with public lectures and similar activities may or 
may not constitute a breach of medical ethics. 
There is no intention of abandoning ethical prin- 
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ciples which have stood the test of time. Times 
have changed, however, and the interpretation of 
ethical principles has been modified. It is still im- 
proper and unethical for a physician to appear 
before the public in person or through any medium 
of mass communication if he does so as an indi- 
vidual and for the purpose of promoting his prac- 
tice and procuring patients through advertising 
methods or by procedures which circumvent the 
rules of medical ethics. 

Changing times have demanded that the medi- 
cal profession take its place among agencies en- 
gaged in enlightening the people in matters of 
health. At one time, medical ethics completely 
prohibited the public appearance of a physician 
in any guise whatsoever, and this disapproval ex- 
tended even to public notice of a physician or his 
family in connection with social events or activi- 
ties unconnected with practice. A modification of 
medical ethics spread gradually about 30 years 
ago, giving physicians permission to make public 
appearances under the sponsorship or with the ap- 
proval of their colleagues in the local medical 
society. A still later modification significant of rap- 
idly changing viewpoints made it not only permis- 
sive but obligatory for a physician to respond to 
requests for information and interpretation, even 
those originating outside the profession. 

The present attitude, which has few dissenters, 
is that the medical profession owes an obligation 
to the public in the area of health education and 
medical guidance and that this obligation requires 
the participation of physicians under medical aus- 
pices in situations once deemed ethically improper. 
Thus, a physician today may, with the approval 
of his local medical society, appear on television, 
broadcast by radio, give health lectures, write a 
newspaper column, and write magazine articles or 
books without loss of ethical status. Such physi- 
cians, however, have a special obligation toward 
their colleagues to perform these activities in a 
spirit of public service and with personal profit a 
secondary consideration, except in those instances 
where the physician engages in these activities to 
earn a livelihood. This, in effect, constitutes the 
practice of a medical specialty under the general 
classification of preventive medicine. 


SUBSCRIPTIONS TO THE A. M. A. JOURNAL 

To tHe Eprror:—May anyone subscribe to THE 
JourNAL, or is it for graduate doctors of medi- 
cine only? M.D., India. 


ANSWER.—Anyone may subscribe to THE Jour- 
NAL. The annual subscription rates are: United 
States and possessions, $15.00; Canada, $17.00; and 
outside the United States and possessions, $21.50. 
A special rate of $9.00 is offered to medical stu- 
dents, residents, and interns. 
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THE ELDERLY 
PATIENT 


Brand of mephobarbital 


action 


Tablets 1% grain, 34 grain, 112 grains, 3 grains. 


*Smith, J.A.: J.A.M.A. 152:384, Cedative dose VW grain to 14% grains 


May 30, 1953. Brown, W.T., ; ; 
and Smith, J.A.: South. M. J. three or four times daily. 
46:582, June, 1953. Smith, J.A.: 
Postgrad. Med. 16:316, Oct., 1954. 
McCullagh, W.H.: J. Florida 
M.A. 41:718, Mar., 1955. 
LABORATORIES 
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manages both the psychic and somatic symptoms 
relieves emotional stress in the menopause 
treats somatic disturbances due to ovarian decline 


and 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 


A PROVEN A PROVEN ESTROGEN 

SUPPLIED: Bottles of 60 tablets. 

EACH TABLET CONTAINS: Miltown® (meprobamate, Wallace).................... wasicze 400 mg. 
dicarbamate 


Conjugated Estrogens (equine)............... 0.4 mg. 
posacz: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 
LABORATORIES, New Brunswick,N.J. Literature and samples on request. 
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PENTOTHAL by Rectum has proved invaluable as an 
aid to anesthesia in clinical studies 
comprising nearly 4,000 cases. Some of the 
advantages offered by the Rectal route: 

¢ a painless, reliable and simple method 

* as a premedication, prevents emotional trauma 

in children 
e lessens dosage of inhalation agents, 


reduces postoperative nursing care 


Used as a basal anesthetic or as the sole agent in 
selected minor procedures, PENTOTHAL by Rectum 
is a notably safe, versatile and humane method 


in pediatric anesthesia. 
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Reliability in Action 


Interested in hospital solutions? Then talk to your 
Abbott hospital specialist. Get to know him better. His 
services are one of Abbott’s most valuable commodities. 

He makes hospitals his full-time duty. Experienced in 
parenteral techniques, he can demonstrate and instruct 
in Abbott equipment. He has a background in depth on 
hospital problems. He can give a quick summary on the 
newest drug or nutritional . . . or the newest application 
for an old and familiar item. He can supply you samples, 
literature. 

He’s a good listener, too. Tell him your needs. He'll 
give—or find you—the answers. Keep his name and 
phone number. In emergency, he'll work double-time to 
get a product or information to you, day or night. 


Put your Abbott man to work for you. Soon. 


Abbott Parenterals 
SOLUTIONS AND EQUIPMENT 


This Thomas Vroman 
painting, exemplifying 
reliability in action, is 
available on heavy 144% x 
19 paper without advertis- 
ing, for framing. Write for 
“Stonewall Jackson,” to 
Professional Services, 
Abbott Laboratories, 
North Chicago, Ill. 
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CLASSIFIED ADVERTISEMENTS 


Personal classified advertising rates are $7 for ads 
of 30 words or less and 25¢ each additional word 
in regular type or $8.75 for 30 words and 30c¢ each 
additional word in bold tace type. There is also a 
45c charge made on the first insertion of an ad 
when a box number is used and answers sent care 
of AMA. Count 4 additional words for a box. 
Commercial classified advertising rates are $9 for 
ads of 20 words or less and 30¢ each additional 
word in regular type or $11.25 for 20 words and 
40e each additional word in bold face type. Com- 
mercial rates cover all ads of manufacturers, 
dealers, agencies, ete. Box number charge same 
as personal ads, 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


FORMS CLOSE {5 DAYS PRIOR TO 
DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 

CALIFORNIA—PULMONARY DISEASES; STAFF AP- 
t available July 1 in accredited bic ounty hos 
dene is pulmonary diseases 0 beds rehabilita 
tion chronic il Ines S600" monthly 
includes irmnished f family; must be 

eligible California 1 ire. Write Me Ai cal Direct 
Tulare-Kings Counties Hospital, Springville, California 


POST-RESIDENCY FELLOWSHIP—EXCEL 1. ENT OP 


portunit y for individual seeking further raining in 


¢ anatomy 1 en ng practice; 
lirected by Otto Saphir; stipenc 
opening July 1958 Apply Medical 


Mict ael Reese Hospital, Chicago 16, Illinois 


DIRECTOR OF GRADUATE EDUCATION; MIDWEST 

ern hospital with large house staff; non affili ated r 
further details, if interested, contact: Box 5701, 
AMA 


OPHTHALMIC PLASTIC SURG angel 


ERIENCE 
t in 


for residents competing trai 
iesiring 

tic ophthalmic 

surgical eve text; precepteeship 


ous for seven years; duration each appoint 
twelve months; $600 per month. Write 
AMA 


ASSISTANTS WANTED 


ILLINOIS — GENERALIST; OPERATING WELL 

equipped 21 bed ——— al wants one or two young as- 
> an “¢ plus contract for $10,000 mini- 
; chance for growth with institution. Box 
AMA 


ASSISTANT WANTED—LEADING TO PARTNERSHIP 
in general practice; 2,000 plus percentage; ambitious 
man can net $15,000-$20,000 first year; a New 
York City; state qualifications and availability Sox 
5639 B, % AMA 


WANTED IMMEDIATELY—ASSISTANT PHYSICIAN; 
tuberculosis hospital; Ohio; experience in tuberculosis 
preferable but not essential; full maintenance; salary 
open. Box 5665 B, % AMA 


PHYSICIANS WANTED 
AND _ RESIDENTS GRACIE 


32 bed private psychiatric hospital 
m in east Midtown Manhattan 


PSYCHIATRISTS 
Square Ho 


, comprehensive treatment of al 


z ies for th 

psychiatric ¢ completion scheduled about 

October, 195%; pr refe r applicants with New York licen 

sure; approval of residency training program is ex- 
. salaries individually arranged. Write: Leonard 

Cammer, M.D., 123 East 72nd Street, New York 21, 

New York c 


WANTED—GENERAL PRACTITIONER; PREFERABLY 
with experience in solo practice who hace i 


advantages of group association; own private 
stablished medica building in gro 
nia community; equal sh are in la 
emergenc vice; bed lable 


according 
month. Box 


al practi er may pr 
eapenses can be made 
% AMA 


first 


COMMUNITY IN NEED OF MEDICAL DOCTOR; THE 
community of Mount Jewett, Pennsylvania; half-way 
between Buffalo, New York and Pit ure 
vania; is in need of a general prac o 
opportunity for doctor; hospital facilities nearby; pop 
ulation 1,800 wi 10,000 inhabitant surro I 
For further in nation, contact: Allan 
r tary, Chamber of Commerce, Mount Jewett, 
vania 


WANTED-—INTERNIST TO RENT OFFICE AND EX- 


amining room space in completely furnished clink to 
open 15 August; city of 15,000; trad 5,f 

in northeastern South Dakota: two he spit 
excellent opportunity; no certified i in 
good x-ray and laboratory facilities; no investme« 


. Watertown, South Dakota 


PSYCHIATRIC HOSPITAL SUPERINTENDENT— AP. | 


plications invited for the superintendency of outstand- 
ing state mental hospital located in college town: close- 
ly associated with the university in its well rounded 
treatment, active research and teaching program; has 
one of the highest employee-patient ratios in America; 
Board Certification required; salary $16,000 to $19,000; 
inquiries considered confidential. Box 5697 C, % 


WANTED PEDIATRICIAN & GENERAL PRACTI- | 


tioner; clinic group in northern Indiana, close to 
Chicago; salary open. Box 5458 C, % AMA. 
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OIL RETENTION ENEMA 


Cc. B. FLEET co., INnNC., Lynchburg, Va. 


laxative in the treatment of long term constipation or 
also makers of 


occasional costive distress ...and as an intestinal 
cleansing agent prior to examination or surgery. Each 


100 cc. contains 48 Gm. Sodium Biphosphate and 


Phospho-Soda (Fleet) is recognized as an effective 
16 Gm. Sodium Phosphate. 


SODA 


ave com psychiatric, medical, and surgical | 


Harry J tartron, MD, 105-8th Avenue, 
| 


-PHOSPHO- 


(“ 


THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Ill. 
Phone WH 4-1500 Cable Address ““Medic” Chicago 


SUBSCRIPTION RATES 
Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order. Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection, 


CHANGE OF ADDRESS notice 
should be received at least 3 weeks prior to date 
change is to go into effect, and should state 
whether change is permanent or temporary. Both 
old and new address should be given. 


WHEN COMMUNICATIONS 
concern more than one subject—manus« ript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
Separate sheet for each subject. 


CONTRIBUTORS 
EXCLUSIVE PUBLICATION: 


Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in THe 
JOURNAL OF THE AMERICAN MEDICAL AssoOciA- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue JourNAL if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in THe JounRNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and bibliographies should 
conform tc the style of the Quarterly Cumulative 
Index Medicus published by the American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe Journnat do 
not represent those of the American Medical 
Association or any other organization, 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by Tue JournnaL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 


A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearsorn Street, Cuicaco 10 


7 
| 
Jirector, 
nt t plas 
author of 
been continu 
ment six to | 
x 5672, % 4 
4 
| 
| 
4 
| 
| 
= 
. 
m 
X-ray? 
: pital where 
4 
| 
| 
eee | 
| | 
ne 
ea 
| 
| 
| 


DURABONDED) 


to achieve oral 
repository therapy 


All Synatan products incorporate the 
DURABOND® PRINCIPLE — a true 
repository technic for prolonging thera- 
peutic effects from a single dose of oral 
medication. In Durabond a large molec- 
ular weight polyvalent base acts as a 
bonding agent and releases medication 
uniformly, gradually and for prolonged 


| 


‘and by the laws of Nature it must be| 


periods, independently of intestinal | 


motility or specific pH. Durabond em- 
ploys no enteric coatings, waxes, resins or 
‘‘drug traps’’ of any other kind. The 
amount of drug given is the amount re- 
leased . . . and all is made available for 
absorption. 


Synatan for control of appetite and mood 
Each Synatan tabule contains: 

Tanphetamin (d-amphetamine tannate) 
Dosage: | or 2 tabules at 10 a.m. 
Supply: For prescription economy, prescribe in bottles of 50. 


Seco-Synatan for control of appetite and 
mood in emotionally disturbed patients 
Each Seco-Synatan tabule contains: 


Tanphetamin ... 
Secobarbital 


Dosage: 1 or 2 tabules at 10 a.m. 
Supply: For prescription economy, prescribe in bottles of 50. 


.... 17.5 mg. 
.. 35.0 mg. 


Synatan Forte for greater anorexic action 
and control of m 
Each Synatan Forte tabule contains: 


Tanphetamin . 
Dosage: | or 2 tabules at 10a a.m. or rl before breakfast andl 
before lun 


Supply: For prescription economy, prescribe in bottles of 50. 


For additional information, phone your pharmacist. He has 
been alerted to the achievements of Neisler products. 


Irwin, Neisler & Co. + Decatur, Illinois 
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TONICS AND SEDATIVES 
2 
In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


My Favorite Story 


Many years ago, when John Marshall 
was chief justice of the Supreme Court, 
he announced to his fellow justices the | 
following decision. 

“Gentlemen, I think, with your consent, 
I will make it a law of this court that we 
will not drink anything on consultation 
day except when it rains.” | 

The next consultation day the council | 
said to. Judge Story, “Will you please step 
to the window, look out, examine the case, 
and see if there is any rain.” 

Story looked out the window. There was 
not a sign of rain. He came back and| 
said, “Mr. Chief Justice, I have very care- | 
fully examined this case. I have to give it| 
as my opinion that there is not the slight- | 
est sign of rain.” | 

Marshall said, “That is the shallowest | 
and most illogical opinion I have ever| 
heard you deliver. 


| 


You forget that our| 
jurisdiction is as broad as this republic | 
raining somewhere in our jurisdiction. | 
Waiter, bring on the rum!” 
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A Mutual Investment Fund 


FU 


Check ({#) for the prospectus 
and descriptive literature 
you would like to receive: 
UNITED SCIENCE FUND 
UNITED INCOME FUND 


UNITED ACCUMULATIVE FUND 


OOOO 


UNITED CONTINENTAL FUND 


INC. 


WADDELL & REED, 


PRINCIPAL UNDERWRITERS 


Offices Coast to Coast 


20 WEST 9th, KANSAS CITY 5, MO. 
40 WALL ST., NEW YORK 5, N. Y. 


BUY 
U. S. SAVINGS 
BONDS 


A celebrated pianist was once asked by 
| a father to pass judgment on his daughter's | 
| ability as a pianist. 
The daughter had worked diligently, but 
| without success, throughout several lessons 
and the pianist tried to avoid telling the | 
| father what he thought of the girl’s talent. | 


But the father would not be put off and 
wrote a note demanding an utterly frank 


statement. 


The famous pianist reached for his pen 


and paper with a slight smile on his face. | 


He wrote: “Your daughter is not without | 
lack of talent and she manages to play the | 
simplest passage with the greatest diffi- 


| culty.” 


| in a minor league who began to have diffi- 


26.25 mg. 


They tel] the story of an umpire working | 


culties with one of the batters. 

The batter yelled and kicked the dirt in | 
protest of a called strike and kept up his 
complaints longer than usual. 

Finally, the umpire said, “Just a minute. 
I want to show you something.” 

Pulling out a deck of playing cards he 
fanned them out and told the batter to 
take one and to look at it, keeping its face 
concealed from the umpire. 


(Continued on page 78) 


24for$54.00 
REQUIRE NO IRONING . 
yet can ‘’take”’ public laun- 
dering. 48’ long; open full 
length. And they’re O.K. for 
X-ray. 


COUPON WILL SAVE YOUR TIME 


TECKLA GARMENT CO. 
©. Box 863, Worcester 1, Mass. 
Gentlemen: Please send the quantities of } 
TECKLA KRINKLE KIMONAS indicated 
below. Send C.0.D.__or Postpaid. ! 
size | COLOR] BUST [QUANTITY: 
of TIES} measure] wanted 
sMAuL| | 42” 
MED. WHITE 52” 
£43: LARGE] PINK | 60” 
<i NAME : 
H 
ADDRESS 
‘ 
Teckla pays postage on CASH 
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No. Asthmatic children need this protection more than other chil- 
dren. If these diseases are contracted there will be danger of reactions 
to the serums and drugs used in treatment. 

Source — Glaser, J.: Pediat. Clin. North America (Feb.) 1957, p. 293. 


often preferred for protection against asthmatic attacks 


Al ity ET suppositories with nonreactive base 
AMINOPHYLLINE WITH PENTOBARBITAL 


Many physicians prefer AMINET because it protects their asthmatics without the 
hazards of intravenous injection, the gastric distress of oral aminophylline and 
the cardiovascular effects of adrenergics. It may be used for prolonged periods 
in hypertensive and cardiac patients. 


Full Strength AMINET Suppositories —for adult use — aminophylline 0.5 Gm. (7% gr.), 
pentobarbital sodium 0.1 Gm. (1% gr.), benzocaine 0.06 Gm. (1 gr.) and for children 
weighing over 80 lbs.—Half Strength AmiNneT Suppositories. Also available—plain 
Aminophylline Suppositories 0.5 Gm. 


/\) AMES COMPANY, INC + ELKHART, INDIANA + Ames Company of Canada, Ltd., Toronto 


AMFS” 

43958 
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In dizziness and 
vomiting in 
children... 


Dramamine 


brand of dimenhydrinate 


no matter what the child's 
condition, Dramamine can 
be easily administered 


If acute vomiting, restless- 
ness or reluctance to swallow 
precludes oral medication in 
tablet or liquid form, Drama- 
mine parenterally (ampuls) 
will bring quick relief. 


the antinauseant in 
THREE dosage forms for children. 


Tablets Liquid Ampuls 


SEARLE 


| 


| to smart people.” 


TONICS AND SEDATIVES (Continued) 


The batter drew a card and looked at it. 

“You have the 10 of diamonds,” said 
the umpire. 

The batter was astonished and in his 
astonishment he forgot all about his gripe 
against the umpire. 

“How did you know which card I 
picked?” asked the batter. 

“The same way I figure that the last 
pitch was a strike,” was the reply. “Now 
let’s play ball and leave the smart matters 


Did You Know: That? 


The tribal doctor of an African tribe is | 
the woman who can sniff pepper the | 
longest without sneezing. The last winner | 
held out for 11 hours. 


There are approximately 1,700,000 rail- | 
road ties in the United States. 


| 


It’s All How You Look At It | 


Much of our present-day humor is based | 
on point of view. Two people may look at | 
the same situation with entirely different | 
views—one person will think something is | 
funny and another person will think it’s— | 
well, not so funny. 


A man opened a fish market and ordered | 
a big sign with the printing “Fresh Fish 
for Sale Here.” 

The first customer walked in and said, 
“Why did you put the word ‘fresh’ on 
your sign? You wouldn't sell anything that | 
wasn't fresh, would you?” 

So the man went outside and painted | 
over the word “fresh” on his sign. 

And the second customer who walked | 
into the store said, “Why do you say ‘here’ 
on the sign? Where else would you be sell- | 
ing them?” 

Again, the owner went outside and this | 
time he painted over the word “here.” 

The third customer in the store asked 
the owner, “Why do you say ‘for sale’? You | 
wouldn't have fish here if they weren't for | 
sale.” 

So the owner altered his sign again, this 
time painting over the words “for sale.” 

The only word left on the sign was the 
single word “Fish.” “No one can find any- 
thing wrong with that,” said the owner. 

But the very next person who walked 
into the store said, “I don’t see why you 
have a sign saying ‘Fish’ outside your store 
when you can smell them a block away.” 

And that’s how one fish store went out 
of business. 


(Continued on page 80) 
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NEW! 
LIQUID, 


ASPIRIN-LIKE ANALGESIC & ANTIPYRETIC 


Uy 
> 


DROPSPRIN. 


Prescribe DROPSPRIN wherever and 
whenever the patient will not or cannot 
swallow aspirin tablets. Especially con- 
venient for infants, children and geriatric 
patients for whom tablet medication is 


difficult. 


DROPSPRIN is a pleasantly flavored 
milky suspension containing, 

1 gr. salicylamide per each Icc. 
DROPSPRIN is completely miscible with 
water, milk or fruit juices. DROPSPRIN 
may be used for “active q.s.'ing’ in 
place of inert syrups or elixirs in order 
to add degrees of analgesia. 


Indications and dosage: 
Same as for aspirin. 


Supplied: Bottles—1 oz. and 2 oz. with 
dropper calibrated at 0.5cc. and 1.0cc. 


Samples and literature 
available upon request 


MARTIN H. SMITH CO. 


131 East 23rd St., New York 10, N. Y. 
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*Reg. U.S. Pot. Off. 


TETRACYCUINE BUFFERED WITH SODIUM CITRATE 


TRUE BROAD-SPECTRUM ACTION 


RAPIDLY ABSORBED + QUICK 
CONTROL OF INFECTION 
IN TRULY CONVENIENT ORAL 
FORM + AQUEOUS SUSPEN- 
SION + READY-TO-USE, NO 
REFRIGERATION + HANDY, 
PLASTIC DROPPER BOTTLE 


Stabilized, soluble, 
better tasting, low in- 
cidenceofsideeffects. 


Freely miscible in 
water, milk formula, 
or drop directiy on 
tongue. 


Accurate dosage is 
easy, one drop per 
pound body weight 
per 


SUPPLIED: 

10 cc. dropper-type bottle 
(orange-flavor), 100 mg./cc. 
(approx. 5 mg. per drop) 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Lederie } 
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You design it.. 


Your own personally designed 
case history forms at just about 
stock form prices. 


You design your form in rough 
pencil sketch — we refine it to a 
finished product. 


Only we, the makers of famous 
“Histacount” products, have the 
know how and organization to 
render this service at such low 
prices. 


You must be satisfied, or your 
money back — no obligation. 
SEND SKETCH FOR QUOTATION OR, 


ASK FOR FREE WORK SHEETS AND 
INSTRUCTIONS — NO OBLIGATION. 


WRITE TODAY! 
PROFESSIONAL 


PRINTING COMPANY, INC. 


Me iy 
DE PARK. N. Y. 


pretend to be rich. 
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TONICS AND SEDATIVES (Continued) 


When a famous writer appeared as the 
guest of honor at a writers’ club, he refused 
to make a speech but agreed to answer any 
questions asked by club members. 

“Tell me,” asked one young writer, “to 
what one thing do you attribute your suc- 
cess?” 

The famous author paused for a moment 
to consider the question and then replied, 
“T can best answer your question by telling 
the story of a gentleman in Alaska. 

‘This man was the owner of several gold 
mines and everyone wanted to know how 
he became so successful, but he would 
never tell anyone. 

“Finally he gave one very persistent 
questioner this answer: ‘I never told any- 
one before, but I'll tell you. I just keep 
digging holes.’ ” 


Quotes of the Week 


If a man wants to borrow trouble, he 


never needs collateral. 
The remain is to 


easiest way to poor 


An ideal wife is any woman who has an 


| ideal husband. 


At his birth man is content with a little 
milk and a piece of flannel—so begin we 
who find kingdoms are not enough. 

e 


Music is the only language in which no 


mean or sarcastic thing can be said. 


Anecdotes 


Little Sue ran into the house crying as 
if her heart would break. 

“What's wrong, dear?” asked her mother. 

“Johnnie broke my doll,” Sue sobbed. 

“How did he do that?” 

“T hit him on the head with 


= 


J.A.M.A., March 29, 


(Continued from page 75) 


1958 


LABORATORY COUNTY PUBLIC 
Health Laboratory; present staff of 35 with prograr 
for growth and expansion; ary open; requirements 
New York license or eligib t sume and, subse 


quent to graduation, four years training and experien 


in pathology and bacteriolog Contact: Donald M 
Neff, Personnel Office, County of Erie, 210 Pearl Street 
Buffalo 2, New York ‘ 


WANTED — BOARD CERTIFIED OBSTETRICIAN- 
Gynecologist; for full time hospital practice in profes- 
sional care program of the Miners Memorial Hospitals 
starting compensation $18,000 to $20,000; progressive 
pay scale. For details, address: The Clinical Director, 
Miners Memorial Hospital Association, {427 Eye Street. 
N. W., Washingto:,, D. C. 


Ww ANTE D--HOUS' 


dited hospiti Al: 


PHYSICIAN; BY 100 


$300) plus 


BED AC 
tenance st 


salary 


have ens 
funder pen J 
15, 1958 N. Wileox Lil 
Kauai, Territory Hawai ( 


WANTED — BOARD CERTIFIED PATHOLOGIST— 
For full time hospital practice in professional care 
program of the Miners Memorial Hospital; starting 
compensation $20,000: progressive pay scale. For de- 


tails address: The Clinical Director, Miners Memorial 
Hospital Association, 1427 ‘‘I'’ Street, N. Wash- 
ington, D. C c 
INTERNIST OR CERTIFIED; MAN 
limic spita association ve ppe 

among an amicable progressive x 

tion of interesting cases; 

without inve ent; excellent t na 
rangement. 1 232, V W ‘ 


WANTED—BOARD CERTIFIED ANESTHESIOLOGIST: 
for full time hospital practice at the Memorial Medi- 
cal Center, Williamson, West Virginia; starting com- 
pensation, $22,000; progressive pay scale. For details 
address: The Clinical Director, Miners Memorial Hos- 
pital Association, 1427 Street, N. W 
ton, 


EXCELLENT OPPORTUNITY 
young general practitioner to a 
three man group in resert area in south cent Ww 
consin: complete t par 
15 minutes n percen 
to full partnership. Box 5721 ¢ AMA 


AVAILABLE For 


WANTED -SURGEON; BOARD QUALIFIED: YOUNG 
sing] experience in “ anil thoped pt 
but not essential; partn 
agreeable workin with n it 
diana; may sta Ju 
fA. 

GENERAL PRACTICE PEDIATRICS —YOUNG GEN 

cone t t ! pediat n tw 
pra ng 
bintere 1 n 
n hig Va Mir 
AMA 


LIFE 
staff opportunity for internist; age 


INSURANCE MEDICAL DEPARTMENT HAS 
38 or under; duties 


both administrative and clinical; long established, well 
known eastern ompany in university city excellent 
working conditions and henefits. Box 5712 C, “o AMA 
DENTIST INTERESTED SECURING PEDIATRI 
clan ind ’ wen p ne to f y l 
new 1 cent n n iburb of ¢ 
interes . nta G Ascherman, 1 8-2 
Chicago, linois 
WANTED — GENERAL PRACTITIONER CLINIC 
practice: West Virginia license required; hospital with 
staff privilege available; county seat; starting salary 
$13,000; one month vacation; early partnership. Box 
5736 C, % AMA. 
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You're living on the saturated fat of the land! 


improved 
formula! 


Theragran—the original and most widely prescribed 
therapeutic vitamin preparation—is now expanded 
to provide additional nutritional support for your 
adult patients. In keeping with the proposals of in- 
vestigators, such vitamins as B,, pyridoxine and 
d-calcium pantothenate have been added to the 
formulg, and the ascorbic acid content has been in- 
creased. These improvements in the Theragran for- 
mula provide your patients with extra value at no 
additional cost. 


Ribofievin ....... ain 10 mg 


"Pyridoxine Hydrochloride 


GCalciuin Pantothenate 20mg. 


1 or more capsules daily es recommended by 2 physicien. 
Family Pack of 169, Bottles of 30, 60, 100 and 1000. 


ALSO AVAILABLE 
new! 


formulated for vitamin therapy in children and adolescents 
as Theragran is formulated for adults, 


for patients who prefer liquid vitamin therapy 


SQUIBB 


Squibb Quality— 
the Priceless 
Ingredient 


81 
eae: Squibb Vitamins for Therapy : 
© 
R 
4 4 
y 
x 
: 
; 


Eli Lilly and Company congratulates the 


medical profession for a job well done in 


‘< 1957. The teamwork displayed during this 
year’s polio vaccination drive attests to the 
profession’s sincere concern for the nation’s 
health. 


To date, physicians throughout the coun- 


try have administered at least one dose of 


poliomyelitis vaccine to 72 million Americans 
—all three doses to an estimated 28 million.' 
U wit & : @ Undoubtedly, these inoculations played a 


major part in the dramatic reduction of par- 


alytic poliomyelitis in this country. 
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The job remaining 


There are still more than 37 million Ameri- 
cans under forty who have received no vac- 
cine at all and 44 million who have taken 
only one or two doses.? Until every suscepti- 
ble individual has completed the full schedule 
of three doses, the miracle of the conquest 


of poliomyelitis will remain just a dream. 


Vaccine 1s plentiful 


Sufficient poliomyelitis vaccine is now on 
hand to inoculate everyone under forty be- 
fore the peak of the 1958 polio season. In a 
recent public statement, the Department of 
Health, Education, and Welfare asserted: 
“Tt will be a tragedy if, simply because of 
public apathy, vaccine which might prevent pa- 
ralysis or even death lies on the shelf unused.’”! 
It lies within our power to end polio epi- 
demics by 1958, just as vaccination checked 
diphtheria and smallpox in years past. Eli 
Lilly and Company is prepared to assist you 
and your local medical society to reach those 
individuals who still lack complete protec- 
tion. For information see your Lilly repre- 
sentative. 


1. Department 
1957 


of Health, Education, and 


2. Allman, David B. (President, A.M.A 
1957. 


QUALITY 


RESEARCH | INTEGRITY 


ELI LILLY AND C¢ 


IMPANY e INDIANAPOLIS 6, INDIANA, U.S. A. 
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The 
VW Medical 


+ 900 North Michigan Avenue { Chicago 


ADMINISTRATION: (AA77) Rehab center; long range 
prog. includ. education, med. care; capable adm 
pref. with exp. in treatment of epilepsy or allied 
conditions; $10-$12,000, home. complete family mtce 

ANESTHESIOLOGY: (Bil) Ass'n, group, 6 anesthesi- 
ologists, constituting anes. staff, 2 tch’g hosps., com- 
bined capacity, i000; entirely fee-for-service; med. 


w. 
DERMATOLOGY: (D22) Ass'n, 14 man group: city 
135,000 near 2 med. school cities, N. Y.; partner 


oppor. 
| GENERAL PRACTICE: (F38) Ass'n, well estab. group: 
} new med. bidg with all med. conveniences tud 
partner oppor; Calif; min. $12,000. (F39) Ass'n, GP 
& internist, res. town in N. J., ‘2 hr from NYC 
ist yr, $10-$12,000; 2d, $15-$20,000. (F410) Group 
ass’n, new clinic bidg; excel. hosp. facilities; full 
partner, 2-3 yrs; Fla. (F4i) Ass'n, GP: well ba!- 
anced pract. with surg. & ob. privileges, 3 hosps; 
pref. one with yr. pract., surg., 


4 | or 2 res. in gen 
oO — ob., med or ped; city 200,000 Mich; $12-$14,000, 
ist yr; early partner 
INDUSTRIAL MEDICINE: (G56) Med. dir; 1000 em- 
ployes; complete facilities, Wis; $15,000 
INTERNAL MEDICINE: (H35) Ass'n, 22 man group: 
facil., 2 med. schis; pref. one with subspec. training 
in hematology, chest or endocrinology: partner oppor 
¥* ’ after 2d yr; univ. city, MW. (H36) With subspec. in 
WoRmMs HATE M hematology; 7 man group; new 35 man clinic bido 
E excel. facil; 40 miles from med. schi city, So. (H37 
With subspec. in GI, Rheumatology, Hematology or 
Endocrinology: grp ass'n, Calif. (H38) Young inter- 
5 days weekly: NYC 


ist, '2 day, 
No tasting * No special diets * No purging dept, 35 man ex. 
not covere y e 
w 


| panding to 38; NS only spec 

services; small town, Ige drawing area, 
avi OALR: (€80) Ooh; ass'n. well estab. group; expansion 
The new Piperazate Wafers, utilizing insoluble piperazine phosphate, provide 

16 man group; univ. center, 2 med. schls, So 

short, pleasant piperazine treatment for intestinal helminths. For pinworm, only one OBSTETRICE-GYNECOLOGY: <J05) To hecd’ dept. 5 
dose a day for just one week is required; for roundworm, a single dose. man group; expansion prog; med. schi city, Texas 
(J63) Ass’n, 2 Board men (ob-gyn). 25 man group 
coll. town, N. J., near NYC; full partner after 2 yrs 
ORTHOPEDICS: (Ki3) Head dept, 15 man group, ail 
Board or elig: drawing pop., 400,000, Calif. (Ki4 
Ass'n, very active dept, 34 man group: 350 bed 

hosp: res. town nr several tge cities, 
PATHOLOGY: (L28) Dir., dept, 362 beds including bass: 
dynamic, expanJing prog. geared to meet needs 


Kids love the cool, tasty mint flavor of Piperazate Wafers. There is no possibility 
of spillage or variation in the size of the dose. And the use of Piperazate avoids the 
high incidence—35-50%—of nausea, vomiting and diarrhea which may be asso- 


ciated with gentian violet therapy. rapidly oonee community: contract open with sug- 

° ‘ gestion of base sal. plus univ. city, MW. (L29) 

Piperazate assures a 90% cure rate in one week's treatment of pinworm? and an Ass'n, dept, pain; Ige gen. hosp; univ. town, MW: 
$24,000 

85% cure rate in one day's treatment of roundworm.® PEDIATRICS: (M39) Ass’n, 18 man group; univ. town, 


No. Calif. (M40) Ass'n, 37 man estab. '26; present 


One Week Dosage One Day Dosage en’ peds; oom, town, MW. 
) $soc. psy: man group: resor untv. 
for Pinworm for Roundworm city, SW. (P81) Ass't clin. neurol; tch’g hosp, 100 
Children 15-30 lbs. . . . 1 Wafer Children 20-30 Ibs. . . . 3 Wafers oP omataaadas daily aver. 2100; staff, 400; univ. 
city. 
Children 31-60 Ibs. ...2Wafers Children 31-40 Ibs. . . . 4 Wafers RADIOLOGY: (R5) Dir., dept, vol. gen. hosp., 300 
beds; fee-for-service, aver. $25.000-$35,000; pref. one 
Children 61 Ibs. Children over 40 Ibs. . int. teh’g: So. (R6) Ass'n, Board rad; busy pract: 
and over........ 4 Wafers and adults ....... 7 Wafers ‘ pref. one qual isotopes ; partner oppor. ige city, Conn 
URGERY: (U75) Ass’ oard . FACS; ge 
To be sucked or chewed before To be taken at one time on one pract. well beyond 1 man stage: univ. med. center, 
breakfast for 7 consecutive days. day only. So. (U76) Ass’n, Board orth; Ige pract: fine hosp., 
teh'g connections; nr Cheo 


UROLOGY: (WI8) Ass'n, Board urol; Ige pract: Ige 


city, Tex 
TUBERCULOSIS: wa) Supt. & med. dir; 100 hed 


= 
Piease send for our Analysis Form. 


piperazine phosphate, Leeming, 500 mg. Burneice Z i 


Supplied: 1. Goodman, L., and Gilman, A.: Pharmacological Basis of Therapeutics, oe ee 

In packages New York, Macmillan, 1955, p. i153. 2. Brown, H. W., et al.: J.A.M.A. 

of 28 Wafers 161:515 (June) 1956, 3. Hoekenga, M. T.: World M. J. 3:299 (Sept.) 1956. GENERAL PRACTITIONER WANTED — ASSOCIATE 
in lucrative practice; pleasant suburb New York City: 


@rnapenann under 40; military exempt; New York license; am com- 
aa gt mitted to leave within the year. Box 5358 C, So AMA. 


NEEDED—OBSTETRICIAN WILLING TO DO SOME 


? general actice; or a general ctitioner terested 
Leeming 155 East 44th Street, New York 17, N. Y. $12,000 to sis 
. % AMA 


on qualifications. Box 5717 C, 


CALIFORNIA AND WEST COAST APPOINTMENTS 
in general practice and all specialties: no registration 
fee; write for forms. Pacific Coast Medical Bureau, 
Agency, !404 Central Tower, San Francisco 3. c 


GENERAL SURGEON—TO JOIN GENERAL PRACTICE 
group of young physicians; outstanding clinical facili 


(Continued from page 80) NO OB MAN IN TOWN: 4 GENERAL PRACTITIONERS | new St. Paul. 

OPPORTUN ,—NEEDED A bDOCTO OR SMALI prefer general practitioner with one or two years 0 ST t GENERALIS’ TH TR 

available July, 1958 on advantageous terms; 340 fam- Write: Box 5700 C, % AMA. city of 7,000; salary with partnership later. Box 5704 

ilies supported the building of the clinic; hospital C, % A} 

roads. = cially. Continental Medical Bureau, Agency, 510 West GCNERAL PRACTITIONER WITH OHIO LICENSE TO 

; . . ey, Li " i gton. 6th Street, Los Angeles 14 Cc take over general practice; no investment; house and 


office available; open staff hospital; drawing area over 
WANTED—GENERAL PRACTITIONER NEEDED FOR Write: 699 C, 
established practice in city of 4.000; 3 miles from | TRAINING SCHOOL AND HOSPITAL FOR RETARDED 25,000. Write: Box 5699 C, % AMA 


Clarksburg. We ireinia minimum $25,000: central OTOLARY NGOLOGIST.- BOARD CERTIFIED OR ELI 

office acilities. rite: landier, 4 gible; large group i er idwes ~ollewe 

West Main Street, Bridgeport, West Virginia Cc York City, Patricia Edgerly, Director. c axis open will for 

GENERAL PRACTITIONER—SOUTHERN CALIFOR interview. Write: Box 5698 C, % AMA 

PSYCHIATRIC ASSOCIATE — BOARD CERTIFIED; nia; out of smog areas; join two established doctors 
Connecticut; net salary $25,000 with full partnership offering future partnership. Continental Medical Bureau, | *ULERGIST-—JOIN INTERNIST NEAR SAN FRAN 
in three years or less. New York Medical Exchange, Agency, 510 W. 6th Street. Los Angeles, 14... cisco whose practice is almost 100% allergy. Cont 
489 Fifth Avenue, New York City, Patricia Edgerly. F an ‘ : aa ere nental Medical Bureau, Agency, 510 West 6th Street 
Director. c INSURANCE—PREFERABLY INTERNAL MEDICINE Los Angeles 14, c 

H i > 

OPPORTUNITY FOR NEEDED GENERAL PRACTI- Medical Fifth’ | WANTED — RADIOLOGIST FOR PRIVATE OFFICE 
tioner; a Finger Takes Community; New York state; York City, Patricia Edgerly, Director. ae and hospital practice in large midwestern town; good 
beautiful home-office combination; very reasonable with radiological group. 

Ox Se A. 


erm. Write: Gordon Cummings, King Ferry, as: MODERN COMMUNITY OWNER CLINIC; BUILT 1954; 
ork. west central Illinois; accommodate two doctors: young — 
dentist established; low overhead; unlimited opportu RADIOLOGIST BOARD CERTIFIED Fl LL TIME 
GENERAL PRACTITIONER—RURAL CENTRAL NEW nity. Box 5734 C, % AMA director of department; general hospits] 230 beds; AMA 
York state; home-office opposite hospital; active practice : AD and resident approved; Michigan. Box 5732 C, 
10 years net $16,000; greater income with major WANTED—BOARD CERTIFIED PEDIATRICIAN FOR . fA 


surgery; excellent roads, recreation; no investment; full time group practice in eastern Kentucky; $18,000 - . 
specializing. Box 5715 C, % AMA. to start. Box 5532 C, % AMA. (Continued on page 88) 
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for the man 
who “can’t go on” 


after 4:30 


Many of your patients probably suffer from brief spells of dejection. Frequently 
these “letdowns” appear at the same time each day: at 4:30 in the 
afternoon to the man in his office and at 8:30 in the morning to his wife, 


after she’s seen her husband and children off to work and school. 


Dexamyl*—a unique “normalizer’’—offers the synergistic 
actions of Dexedrine* (dextro-amphetamine sulfate, S.K.F.) and 
amobarbital to help your patients “weather” these brief episodes of 
discouragement. Dexamyl’s effect is one of gentle mood amelioration, 
uncomplicated by side effects sometimes associated with either of its 
components when employed alone. Available as tablets, elixir and 
Spansule* sustained release capsules. 


Smith Kline & French Laboratories. Philadelphia AG) *T.M. Reg. U.S, Pat. Off 
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REMEMBER ABOUT 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 
U.S. PAT. NO. 2,791,609 


1 Tetrex is purely tetracycline phosphate 
complex-—requires no "activating additive” 


— has its own inherent, chemically unique property of being 
absorbed into the blood stream to a maximum degree. 


In each Tetrex Capsule: 


Active ingredient: TETRACYCLINE PHOSPHATE COMPLEX, 250 mg. 
Excipient: Lactose q.s (tetracycline HC! activity) 


2 Tetrex produces maximum tetracycline 
serum levels 


— thousands of blood determinations after oral or intramuscular 
administration have consistently demonstrated fast, high pro- 
longed serum levels in patients of all ages. ':?»7-4:6 9 10.11, 12,13, 14,15 


3 Tetrex has an impressive documented 
record of clinical effectiveness 


— more than 170 million doses of tetracycline phosphate com- 
plex in 1957, with published clinical reports by 9 investigators 
on 996 patients in 1957.*:5+7.8:!9 Typical comment: “All patients 
infected with tetracycline-sensitive organisms responded satis- 
factorily to therapy.” 


BRISTOL LABORATORIES INC., Syracuse, New York 


| : 
| 
| 
‘ 


J.A.M.A., March 29, 1958 


OUR 62ND YEAR 


N. WABASH AVE 
CHICAGO®s 
*ANN WOOOWARD 


of. the counseling, Avurice, tr 
with over centwy- 


ADMINISTRATION: (h) Med dir, capable of admin 
entire educ prog and med treatmt, yer Rehabil- 
itation Cntr; $10-12,000 pius house & mtene; SE. 

ANESTHESIOLOGY: (u) Dir dept, 200 bd ICAH hsp 

iTH wee ey fee basis; lovely res twn 25,000; Lake area, MW. 
DERMATOLOGY: (h) Dir dept, {4 Cert or elig men; cl 
estab twn 60,000 nr univ med cntr; MW 

GENERAL PRACTICE: (r) GP wanes; 6 man orp 
$12,000 ist yr plus exp & insur; then, increas'g °o 
of profits to equal share; good hsp facil; Calif. (s) 
Assn w surg; own non-profit 25 bd hsp; duties, ¢p 
plus hsp wk; shid have inter in Ob & indus med 
$15,000 plus 3 bdrm apt; oppor specialize; twn 15,000 
nr sevl med schis; Mich. (t) Take over priv & indus 
pract involving 95° of accident wk in 3 mills: if 
qual, maj surg, can build ige surg pract; oppr 
$25-30,000; Fla 

INDUSTRIAL MEDICINE: (f) Full time, NYC home 
ofc, major co; 5 day wk; duties, med care ofc 
personnel; emergency, prev med, diag cl exams; 5 
MD's & staff $12,500; pref Internist w/res 


completed. 

INTERNAL MEDICINE: (a) Pref trng, Cardiology: 
assoc 2 Internists (1 Dipl); excel finan arrngmts, early 
prtorship; Fla tie req'd. (b) Assn w Bd internist 
grp long est’d serves sevi states; $15-20,000; prtnrshp 
| yr; NW. (c) Pref one trnd Chest diseases; new 
clinic, complete & outstand’g facil; if Bd, $15,000, 
fringe benefits; MW 

NEUROSURGERY: (r) Dipl or elig to assoc w/Bd 

j neurosurge; 18 man orp, affil 500 bd hsp: serves area 
350.000; early Prtnrshp; nr univ med centr; SE 

OALR: ir) Oph; qual hd dept, tong estab 25 man grj: 
®o w excel guar; substantial retirement plan; NW 
(s) Oto; hd dept: newly created post; arp, 15 men. 
estab '48, operated as prtnrshp; new cl; So. Calif 

OB-GYN: Assn, dept, ob-gyn; outstand’g 50 
men; own fully-apprvd, med schi ami, 200 bd hso 
So. (s) Assn, 8 man @rp (4 Dipis), share wk w one 
other obgyn; estab’d over 30 yrs: good references: 
serve 3 states; $15,600 w oppr prtnrshp, Ist yr; NW 

ORTHOPEDICS: (e) Hd dept, impor ci-hsp fndtn, staffed 

b Bd men; tee amt fractures; polio treatment 
entr; $18,000 guar; oppr $20-25.000; S. (f) Assoc 
w Cert. Ortho, FACS; well-estab'd & very busy pract 
about $1/5,000, if very able, $20,000; full prtnr, end 
of 3rd yr; city 100,000; 

PATHOLOGY: (k) Hd dept, 200 bd, fully apprvd hsp: 
cancer program; excl NTS (60 students): community 
80,000 nr NYC. (1) Supervise hsp-cl tab: assn w 2 

Bd path; oppr tchg rsrch; vic Palo ‘oo Calif 

PEDIATRICS: (1) Chief; orp w/own new hsp serv'g 
impor indus assn; $17-20,000; $25. So 
im) Assn w Bd ped, academy member, hd’g dept 
ped; 14 man orp, Diplis or elig; est '39; $18,000; city 
100,000; MW. 

PHARMACOLOGY: (z) MD to estab research prog 


. i + throughout USA; exper not nec; personality impor; 

Designed to make your work faster + easier * more pleasant throughout USA: expert 

P & N: (og) Psy: quai dir new mental hith cl: Sit 900 
plus priv pract; med centr; NW-Central. (h) Psy 
Dipt: Dir, professional trng; new post; statewide 


MODERNIZE YOUR OFFICE 


Your Aloe representative will provide graphic, specific assistance in prog: to $i5.000. \i) Neuro; qual hd depts, tee arp & 
hsp; sal depends on quals; Calif. 
the planning of your new office or modernization of existing facilities. RADIOLOGY: (1) Dir dept: ‘newly created post: JCAH 
hsp, starting constrn, addtn; reqs 
, “2. one able do diagnostic isotope procedures; x-ray tchn 
Write today for our colorful new brochure describing STEELINE tche Dir dents) 
practice-tested equipment. No cost or obligation, of course. Dept.. 115 


STUDENT HEALTH: (m) Internist w/some adm ability: 
ige univ; $14,0 Mw 

SURGERY: (a) Chiet: one w/National status, Ige tcehg 
orp; also faculty appt as asst prof; W coast. (b) Bd 
—_s assn w/Chief surg, 350 bd, JCAH hsp: 


24 falle-stocked ummer & winter resort; Fla. 
ae Se a e m Pp a n y TUBERCULOSIS: 
divisions. . . UROLOGY: (n) Dipl; hd dept, new post; pref one w/own 
1831 OLIVE STREET ST. LOUIS 3, MO. coast to coast 


SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 
We offer you our best endeavors—our integrity—our 61! 
year record of effective placement achievement 
WANTED — GENERAL PHYSICIANS — UNDER 35 STRICTLY CONFIDENTIAL 
ae of age; full time hospital practice; opportunity 
develop in professional care program of 10 Miners 


(Continued from page 84) 


OBSTETRICIAN-GYNECOLOGIST — BOARD ELIGI- 


ble ¢ ortified ; California; a »jate leading t rtner- Memorial Hospitals; full time with startirg | "RIC FOR OF ACT 

ship: give full Tamfiy military compensation at the rate of $12,000 per year; progres. | | af hie 
status, salary ed, availability, hobbies, aim in sive pay scale; for appointment July 1, 1958; eligibil- ton, D. C.; prefer oe | Eligible physician agg 

ginia required. For details, address: The Clinical Di- | *mished residency recently; or now. shins 
WANTED — YOUNG PHYSICIAN; INDUSTRIAL recter, Miners Hospital Association, 1427 Eye Street, 
al end chemical companies and W., Washington, D. c Group Heelth Association, Inc., 1025 Vermont Avenue 

Agency, 7 East 42nd St., New York, New York. C | GENERAL PRACTITIONER WITH INTERESTS | IN — ’ 
surgery or a new, completely equi 1 nera 1038 

WANTED — YOUNG: CERTIFIED OR ELIGIBLE PHYSICIAN WANTED- FOR ASSOCIATION SUMMER 
pediatrician; progressive small — specialists aan pleasant working conditions; dry, mild pleasant climate 1958; general practitioner preferably with 2 year in 

Mountain Area: 15,000 early all year round; excellent retirement plan; life insurance; ternship or few years expe —~ e; interest surgery ‘OP 

: obstetrics necessary; prefer but not essential AAGI 


sick leave and other benefits; salary 


preferred. Box 5561 C, % AMA. 


ie ae aha $8,990-$13,760: depending upon qualifications. Apply to: member and common ground; beginning i 
WANTED—OPHTHALMOLOGIST OR OTOLARYNGOL- Personnel OMicer, Veterans Administration Hospital, | Mecessary; northeast area of Sacramento, ali nia 

ogist; in Texas clinic; Board certification not necessary ; Big Spring, Texas. Cc Write qualifications for interview. Box 5692 C, 

increasing with $12,000 guarantee Ist year. AMA. 

Box 3060 C, % AMA. ANESTHESIOLOGIST — DIPLOMATE OR ELIGIBLE; 


for staff of 128 bed hospital in northeastern Connecti- | WANTED—STAFF PHYSICIAN: FOR INSTITUTION 


OBSTETRICIAN — GYNECOLOGIST NEEDED BY “ 
group in southeast Kentucky; starting salary foe, Beard cut; must assume charge of department succeeding for mentally deficient; graduate class A medical school; 
Certified specialists $18 000. ‘Box 5565 €, % Board Certified man; pleasant community 25 to 50 internship; between ages 28 and 40; no Florida license 
. miles from Hartford, Worcester, Providence; excellent required for 2 years; unfurnished quarters as part 
OPHTHALMOLOGIST, EENT OR UROLOGIST; BOARD "Kimball Hos compensation; salary $7,500 to $8,000 depending upon 
qualifications. Apply: Dr. C. H. Carter, Chief Physi 


eligible or Board certified; needed for group of est 


lished specialists; new office space, referrals money pital, Putnam, Connecticut. - - 
separate; excellent hospital facilities; here’s a place you clan, ee Training Center, P. 0. Box 508, Gaines- 
can decide your own income. Send qualifications to: | PHYSICIAN WANTED FOR WEDNESDAY AND | Wille, Florida . 
B. R. Westbrook, MD, Hilterest Clinic, Bartlesville, weekend coverage of active gene ral_ practice; north- . . 

Oklahoma c west Chicago suburb. Box 5339 C, % AMA (Continued on page 90) 
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for 


every 
doctor 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN e CHICAGO 10 


Please Le og my subscription to the specialty journal checked at 
Keep my name on list until I ask you to cancel. Remittance for 


Specialty 
MEDICAL 


Journals 


published monthly 


A. M. A. Archives of 
NEUROLOGY and PSYCHIATRY 


Covering results of experimental research and 
practice in mental disease. Foremost medi- 
cal men present Original Articles, Clinical 
Notes, Case Reports, News and Comment, 
Abstracts from Current Literature, Society 
Transactions. Book Reviews. $14.00 yearly. 


A. M. A. Archives of DERMATOLOGY 


Channeling to the physician authoritative, 
current information in cutaneous diseases. 
Stimulating Original Articles, Clinical Notes, 
Abstracts from Current Literature, Society 
Transactions, News and Comment. Book 
Reviews. $12.00 yearly. 


A. M. A. Archives of 
INDUSTRIAL HEALTH 

Reports of the continuing and important de- 
velopments in the field of medicine in indus- 
try. Original articles covering problems and 
day to day experiences of physicians in indus- 
try. An excellent abstracting service, addi- 
tional foreign journal abstracting and reviews. 
$10.00 yearly. 


A. M. A. Archives of 

INTERNAL MEDICINE 

Devoted to original investigations into the 
nature, diagnosis and treatment of disease. 
“Progress in Internal Medicine” regularly 
featured. Also Clinical Notes, Book Reviews, 
News and Comment. $10.00 yearly. 


A. M. A. Journal of 

DISEASES of CHILDREN 

Well attested, new ideas in Pediatrics. 
Throughout its Original Articles, Abstracts 
from Current Literature, Society Transac- 
tions, Reviews of latest books, Case Reports, 
News and Comment pulses advanced pedi- 
atric thought. “Progress in Pediatrics” is a 
frequent feature. $12.00 yearly. 


A. M. A. Archives of SURGERY 

Stresses end-results of surgical procedure, 
with consideration for operative technique. 
Original articles bring complete studies of 
large numbers of cases. Conclusions furnish 
background of sound knowledge for the spe- 
cific problem. Case Reports, Clinical Notes. 
$14.00 yearly. 


A. M. A. Archives of PATHOLOGY 
Conclusions of vital worth to researcher and 
practitioner alike through results gained by 
the laboratory worker. Original studies, with 
classification and comment. Case Reports, 
Laboratory Methods and Technical Notes, 
Book Reviews, Notes and News, General 
Reviews. $10.00 yearly. 


A. M. A. Archives of 
OPHTHALMOLOGY 

Important studies on the eye contributed by 
outstanding investigators. Practical hints in 
“Clinical Notes.” New discoveries discussed, 
forum fashion, in “Society Transactions.” 
Reviews, Abstracts from Current Literature, 
Book Reviews, News and Notes. $12.00 
yearly. 


A. M. A. Archives of 

OTOLARYNGOLOGY 

Results of intensive research furnished in 
Original Studies, in the regularly featured 
“Progress in Otolaryngology”; summaries of 
bibliographic material. Case Reports, Re- 
views, Abstracts from Current Literature, 
Book Reviews and Society Transactions con- 
tribute a strong pattern of specialized infor- 
mation. $14.00 yearly. 


OA.M.A. 

A.M.A, 

A.M.A, 

Name AM.A. 
A.M.A. 

Address OAM.A. 


City 


Zone State 0 A.M.A. 


U.S.A. & Outside 
Possessions Canada U.S.A. & 
APO's Possessions 


$14.00 $14.50 $15.50 
Arch. Dermatology.......... 12.00 12.50 13.50 
Arch. Industrial Health.... 10.00 10.50 11.50 
Arch. Internal Medicine.. 10.00 10.50 11.50 
Jrl. Diseases of Children.. 12.00 12.50 13.50 


Arch. Surgery ................ 14.00 14.50 15.50 
Arch. Pathology .............. 10.00 10.50 11.50 
Arch. Ophthalmology...... 12.00 12.50 13.50 


Arch. Otolaryngology...... 14.00 14.50 15.50 
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(Continued from page 88) 


ANESTHESIOLOGY—-WANTED; GRADUATE CLASS A 
medical school; American Board eligible; for full time 
position as instructor, southeastern medical college; pri- 
mary duties: clinical anesthesia and supervision of 
residents; salary $10,000 to $12,000, depending on 
qualifications; opportunity for advancement; 
curity benefits; State Teachers’ Retirement ; 
zation and life insurance. Box 5671 C, % AM 

EXCELLENT OPPORTUNITIES FOR BOARD CERTI- 


fied or Eligible ophthalmologist; allergist, otolaryngol- 
ogist in group practice; 19 specialists; all Board Certi- 


fled; full partnership three year; remuneration based 
entirely on work done; guaranteed minimum $12,000; 
no upper limits; new clinic building; unusually fine 


hospital facilities; attractive midwestern city of 105,000 
Box 5607 C, % AMA. 


GENERAL PRACTITIONER—WANTED FOR ACTIVE, 
interesting practice in town of 1,500 in northwest Ohio; 


excellent hospitals nearby; open staff; schools and 
churches good; complete office equipment may be pur- 
chased, EKG; x-ray, ultrasonic, laboratory facilities, 


exam and office equipment; should gross $25,000 first 
year. Box 5622 C, % AMA. 


GENERAL PRACTITIONERS INTERESTED IN PSY 
chiatry; vacancies exist for several full time physicians; 
energetic and willing to learn at Veterans Administra- 
tion Hospital, Chillicothe, Ohio; located forty miles 
south of Columbus. Write, Manager. Veterans Admin 
istration Hospital, Chillicothe, Ohio. Cc 


= 
2 


WANTED—PHYSICIAN AS RESEARCH FELLOW FOR 
alcoholic research unit at St. Margaret's Hospital* +; 
bed ward devoted to metabolic studies reiated to chron- 
ic alcoholism and allied diseases; carries university 
appointment; $4,500 per year. Write: Dr. Robert E 
Olson, University of Pittsburgh, Graduate School of 
Public Health, Pittsburgh 13, Pennsylvania. c 


OPPORTUNITY FOR GENERAL PRACTITIONER — 
Small group in new combined clinic-hospital building 
desires general practitioner for permanent association; 
beginning salary open: after trial period, appointee will 
be given opportunity to become part of group. Write: 
Edward B. Stevens, Administrator, Watts Clinic & 
Hospital, Silver City, New Mexico. c 


PHYSICIANS WANTED TO 
chiatric patients in 3,000 bed 
North Carolina; pleasant surroundings; 


WORK WITH PSY- 
hospital; Goldsboro, 
80 miles from 


Atlantic Seacoast; salary depending upon qualifica- 
tions; eligibility for North Carolina license required 
Write: Superintendent, State Hospital, Goldsboro, 


North Carolina. 


WANTED—BOARD ELIGIBLE PEDIATRICIAN FOR 
17 man well established group; 2 man department; 
medical school affiliation; associated; excellent expand- 
ing 130 bed hospital; junier partnership after 2 years: 
good salary; travel expenses paid; applicants invited for 
personal interview. Apply: Dr. Charles Holzer, Holzer 
Hospital and Clinic, Gallipolis, Ohio. c 


neurologic, mental, 
mental or acquired. . 


diagnosis. Later sections of the 
definite diagnosis and epitomize the 


pes 67%," x 10”. About, $12.00. 


endocrino 


cepts as well. 


ogist, Massachusetts General Hospital, B 


“Two Mew Mosby Sooke 
to Euhauce Your Skills 
Patton’s PEDIATRIC INDEX 


Approaches the Problem as It Is Presented by the Patient 
and Works Toward the Cause and its Management 


A source unequalled for recent advances in diagnosis and treatment current 
almost to the date of publication, Patton's PEDIATRIC INDEX is an effective 
guide to pediatric thought and practice on symptomatological diagnosis and 
current management of problems involving the child. Coverage is extremely 
wide, encompassing almost any situation a doctor may be confronted with— 
medical, surgical, orthopedic, allergic, dermatologic, 


Unlike other reference books which begin with a description of a disease and 
try to fit the case at hand into it, this practical guide begins with the problems 
as they are presented to you by the patient and works towards the cause and 
its management. You are directed from a list of the complaints, symptoms and 
signs which originally bring the patient to see you—through to the presumptive 
hook rovide you with a means of clinching a 
best treatment applicable. 
By EDWIN F. PATTON, M.D., Former Associate Medical Director of the American 
Child Health Association in New York, and Former Assistant Professor of Pedi- 
atrics in the College of Medical Evangelists, Los Angeles. 1958, approx. 650 


Morris and Scully 
ENDOCRINE PATHOLOGY OF THE OVARY 


Correlates the Pathological Changes in the Ovary 
with the Endocrine Disorders which Accompany Them 


For the precccane, the pediatrician, the internist, the pathologist or the 
ogist seeking to correlate and understand the 

found in the ovary with the endocrine disorders whic 
ENDOCRINE PATHOLOGY OF THE OVARY offers the only completely cur- 
rent and significantly essential information available on the subject. Coverin 
the modern aspects of the problem, this presentation includes not only le 
previously unreported data, but a number of new approaches to existing con- 


The authors lead you through introductory chapters on modern concepts of the 
cells, of the gonads, their embryology, sexual differentiation, sex hormone pro- 
duction, hormone assays, and a brief classification of various endocrine syn- 
dromes. Current thinking on non-neoplastic and neoplastic abnormalities of the 
ovary which are associated with Saleatios effect are discussed in detail. Sig- 
nificant case histories of functioning tumors and related disorders are included. 
By JOHN McLEAN MORRIS, M.D., Associate Professor of Gynecology, Yale Uni- 
versity School of Medicine, New Haven, Connecticut; and ROBERT E. SCULLY, 
M.D., Clinical Associate in Pathology, Harvard Medical School; Associate Pathol- 


eye, ear, nose, throat, 
be it congenital, develop- 


changes 
1 accompany them, 


+ 


6%" x 9%", 75 illustrations. Price, $8.50. 


The C. V. MOSBY Company 


3207 Washington Blvd. 


1958, 151 pages, 


St. Louis 3, Mo. 


J.A.M.A., March 29, 1958 


SHAY MEDICAL 'AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ANESTHESIOLOGIST: assoc. in 560 bed hosp; East; 
present Chief plans to retire in a few mos. & Assoc. 
will succeed to top job; should have interest in tehng; 
$15,000 start plus %o 

ASST. MEDICAL DIRECTOR: w/some formal 
hosp adm; Hawaii; $15, 

DIRECTOR MED. EDUCATION: Ige. MW gent hosp. 
fully appr. within easy reach of advance work; ample 
cultural & civic activities; can be either Internist or 
Surgeon 

ENT: asst. qual. to perform newer types of ear & nasal 
surg; a. growing area in East w/plenty to do; 

5 jonuses 


trng in 


16,000 & 
ocnaAt PRACTICE: assn w/45 yr old man in busy 


having increasingly heavy surg service; appli- 
cants must be firmly convinced of advantages of orp 
pract; anticipated net of $12,000; MW county seat 
town on Wabash River 
NDUSTRIAL: full or part time; office; salary open; I! 
NTERNIST: (a) pref w sub-trng in allergy or hema- 
tology; clin; Ky; 2nd in dept; real potential for top- 
notch man; $1000 net start; can expect $30-$35,000 
win 2-3 yrs (b) to become prtnr of Surg: Minn 
$12,000 ist yr w prtnrshp at end of that time (c) to 
assoc w/Cert Internist & Cert Surg w/intent of even- 
tual prtnrshp;: Chgo suburb; moving into own med 


bid rng 
NEUROSURGEON: (a) to form & hd dept in Ige MW 
orp est in "14 in Univ center; good hosp facil (b) assn 
; % will depend on qual; 
Ariz; doc is affiliated w 8 hosps 


OB-GYN: 1{3-man clin; Ky town of 15,000; $15,000 ini- 
tially & other benefits; prtnrshp 2nd yr. 
ORTHOPEDIST: Chief going Dept; excel clinic; $20,000 


ist yr; prtarshp 2nd yr; offers lifetime assn 

PATHOLOGIST: asst; $25,000; East 

PEDIATRICIAN: (a) Ige MW clin; college twn, to $12,- 
000; opptny for study & resrch (b) Clin; Ky; unusual 
opptny; %o of profits 
but actual earnings can exceed this figure: full prtnr 
after | yr (c) 8-man clin est {1 yrs; city of 16,000: 
close univ assn; not less than $1000—more depend 
on an & exper 

PSYCHIATRIST: assn w/Cert man: NEng, | hr to NYC: 
ideal working conditions; $25,000 net w/full prtnrshp 
in 3 yrs or less 

GIST: (a) asst Cert man; guar of $18,000; 225 

MW progressive indus city (b) assoc: 

; qual in isotopes & 
MUST have Fla license; to $15,000 ist yr w/grad 


prtnrshp 

STUDENT HEALTH: MW Univ of 6000 students; full 
time; about $10,000 

SURGEON: pref w/sub-trng in either chest or vascular 
work; well-est (40 yrs) 12-man orp; mountainous re- 
gion w/fishing and big game hunting easily avail 

TUBERCULOSIS: Med Dir; 97 bed hosp; Calif; incum- 
bent retiring; 5-days; salary open; furnished hse 
avail 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


PSYCHIATRISTS WANTED—SALARY $7,570 TO $12, 
685 depending upon qualifications; 25° additional! if 
Board Certified; not to exceed $13,760; approved three 
years psychiatric residency in conjunction with North 
western University; hourly commuting distance Chicago; 
citizenship required. Write: Manager, Veterans Admin 
istration Hospital, Downey, North Chicago, Illinois. C 


GENERAL PRACTITIONER — 
White Mountain area of New Hampshire; 
semi-industrial open staff new hospital 20 
minutes distance ; t skiing, hunting, fishing and 
golf; equipped office with x-ray; doctor left to special- 
ize. Box 5688 C, % MA 


ARCO, IDAHO—A GROWING PROGRESSIVE COM. 
munity; needs good doctor; exceptional opportunity; 
new hospital being built; city located near Atomic En- 
ergy Commission's National Reactor Testing Station; 
hunting, schools, churches. Box 5690 C, 


TOWN OF 1,600 IN 


unopposed 


PHYSICIANS WANTED—TO WORK WITH PSYCHI- 


atric patients in 2,400 bed hospital; suburb Chicago; 
salary ranges $7,570 to $12,685 depending upon qual 


ifications ; 
required, 
Hospital, 


Northwestern University affiliate; citizenship 
Write: Manager, Veterans Administration 
Downey, North Chicago, I)linois. Cc 


RESIDENT PHYSICIAN NEW YORK STATE LI- 
cense; or one eligible to take State Board: for 100 bed 
general hospital; expansion program in progress; one 
with obstetrical anesthesia experience preferred; aver 
age salary $500 monthly. Shore Road Hospital, Shore 
Road at 91st Street, Brooklyn, New York Cc 


EXCELLENT OPPORTUNITY FOR SURGEON TO AS 
sociate with young genera! practitioner; must be will- 
ing to do some general practice; location in the north 
ern Rocky Mountain area; modern clinic and hospital 
facilities in area which offers the best in hunting and 
fishing. Answers to: Box 5312 C, % AMA. 


GENERAL PRACTITIONER WANTED—TO JOIN ES- 
tablished eastern Ohio group of young specialists and 
general practitioners; full partner from start, no invest 
ment; democratic, academic atmosphere ; start at $12,000 
—$15,000 net; annual vacation, study time without loss 
of income. Box 4848 C, % AMA. 


ORTHOPEDIC SURGEON BOARD OR ELIGIBLE 
for Chief of Section in active 450 bed GM&S hospital; 
salary $8,990 to $13,760 depending on qualifications; 
liberal vacation and retirement benefits; citizenship re- 
quired. Contact: Manager, Veterans Administration 
Center, Shreveport, Louisiana. Cc 


WANTED — PEDIATRICIAN; BOARD ELIGIBLE; 
with outstanding pediatrician in modern, completely 
equipped; two man office; good future in medium sized 
— city near Cincinnati, Ohio. Box 5693 C, % 


(Continued on page 94) 
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Miltown 


The original meprobamate 
discovered & introduced by 
"ATORIES 


4 Ni if 
New Brunswick, New Jersey 
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central nervous system disorders. Internat. Record of Med. & G. P. Clinics 169:)53, 
Ann. New York Acad. Sc. 67:859, May 9, 1957. 187. Gottlieb, F. I.: Tranquilizers 
Greenberg, L. A., Lester, D., Dora, A. J., Greenhouse, R. and Rosenfeld, J.: Ane 
67:816, May 9, 1957. 189. Grinker, R. R.: Personal communicaticn, 195). 190. "H 
1957. 191. Hiestand, E. C.: Overdosage with meprobamate -- presentation of case. 
and St. Pierre, R.: Meprobamate in chronic psychiatric patients. Ann. New York Acad. 
Treatment of anxious patients with drugs. Dis. Nerv. System 17:289, Sept. 1956. 1 
2-n-propyl-1,3-propanediol dicarbamate. Ann. Int. Med. 6:1002, May 1957. 195. 
M. A. J. 721012, June 1956. 196. Kern, E. C.: Preoperative sedation with meproba 
Month. 36:08, July, 1957. 197. Kessler, L. N. and Barnard, R. D.: A new tra 
report. M. Times 8:31, April 1956. 198. Kositchek, R. J.: Reactions to meprobam 
Psychochemotherapy of mental deficiency in children. Internat. Record of Med. & G. P. 
ence). J.A.M.A. 163:68, Jan. 5, 1957. 201. Lamphier, T. A.: The role of meprobam 
202. Lasagna, L.: A study of hypnotic drugs in patients with chronic diseases. J. Cl 
west Med. 54:1098, Oct. 1955. 20h. Lemere, F.: Drug habituation (Correspondence). J 
meprobamate (Miltown or Equanil). A.M.A. Arch Neurol. & Psychiat. 76:205, Aug. 1956. | 
Northwest Med. 55:790, July 1956. 207. Levan, N. E.: Meprobamate reaction. A.M.A. A’ 
toward reaction to meprobamate. California Med. 85:190, Sept. 1956. 209. Lev: 
preliminary report. California Med. 85:87, Aug. 1956. 210. Litchfield, H. R.: Cli 
York Acad. Sc. 67:828, May 9, 1957. 211. Livingston, S., Peterson, D. and Boks, L.: I: 
541, April 1956. 212. Lockhart, W. E.: Suicidal Miltown, hazard of overhydration in t: 
(Correspondence). J.A.M.A. 16131094, July 14, 1956. 214. McLaughlin, B. E.: Miltown 
60:989, Aug. 1957. 215. Millen, F. J.: Miltown -- Clinical experiences in neuropsychi: 
L. J. and Nareff, M. J.: Clinical evaluation of a new hypnotic. Submitted for public: 
(Miltown). Internat. Record of Med. & G. P. Clinics 169:589, Sept. 1956. 218. Osin: 
Sc. 67:766, May 9, 1957. 219. Osinski, W. A.: Withdrawal of meprobamate (Correspon 
ence). J.A.M.A. 162:137, Sept. 8, 1956. 221. Pennington, V. M.: The effects of : 
Society Meeting in New York City, Oct. 6-8, 1955. 222. Pennington, V. M.: Meprobai 
Tranquilizing Drugs, edited by H. E. Himwich, Am. A. Adv. Sc., Washington, D. C., 195° 
1130 neuro-psychiatric cases. Mississippi Doctor 33:336, May 1956. 22h. Pennington, | 
Am. Geriatrics Soc. 5:21, April 1957. 225. Pennington, V. M.: Use of Miltcwn (m 
Pennington, V. M.: Miltown in premenstrual tension. J.A.M.A. 16):638, June 8, 1957. 2: 
west Med. 56:282, March 1957. 228. Perlstein, M.A.: Use of meprobamate (Miltown) in c 
K., Moyer, J. H., Handley, C. A. and Heider, C.: A comparison of clinical results witl 
Exper. Therap. 119:176, Feb. 1957. 230. Phillips, R. E.: Use of meprobamate (Miltos 
Oct. 1956. 231. Phillips, R. M., Judy, F. R. and Judy, H. E.: Meprobamate addiction. 
iety reactions involving depression. M. Ann. District of Columbia 25:555, Oct. 1956. 
thetic sedation. J.M.A. Georgia 46:93, March 1957. 23h. Sabshin, M. and Eisen, S. } 
lization. Ann. New York Acad. Sc. 67:76, May 9, 1957. 235. Schlesinger, ©. B.: The 
67:833, May 9, 1957. 236. Scott, P. A. L., Grimshaw, L. and Molony, H. M. P.: Hypo 
1158, Dec. 1, 1956. 237. Selling, L. S.: Clinical study of a new tranquilizing dm 
157:1594, April 30, 1955. 238. Selling, L. S.: A clinical study of Miltown, a new 1 
seman, L. A.: Tranquilizing drugs; uses and abuses for the nervous patient. Rhode ] 
of meprobamate poisoning. Canad. M. A. J. 7:908, June 1, 1956. 2h1. Smigel, J. 0.: 
85:19, Feb. 1957. 2h2. Smith, R. T., Hermann, I. F., Kron, K. M. and Peak, W. P.: 
21:3. Smith, R. T.: The use of meprobamate and other miscle relaxants in muscle spasn 
Smith, R. T.: Drugs for the improvement of neuromuscular coordination. J. Am. Geriat 
ment of neuritis, in M. Clin. North America, edited by H. F. Conn, Saunders, Philadely 
adjunct in treatment of anogenital pruritus. A.M.A. Arch. Dermat. & Syph. 74:393, Oct 
ing the use of meprobamate (Miltowmm). California Med. 85:189, Sept. 1956. 248. Ste 
650, Dec. 1956. 249. Stroud, G. M.: Drug eruptions due to meprobamate. New England 
treatment (effect of meprobamate in 120 psychotic patients). Dis. Nerv. System 17:52, 
with special consideration of meprobamate. Presented at the Am. A. Adv. Sc. Meeting, A 
as a tranquilizer in the treatment of alcohol addicts. Quart. J. Stud. Alcohol. 17:15 
South. M. J. 5021111, Sept. 1957. 254. Tucker, K. and Wilensky, H.: A clinical eve 
Psychiat. 113:698, Feo. 1957. 255. Turell, R.: Modern treatment of pruritus ani. Sur 
relief of anxiety and nervous tension from various causes. Canad. M. A. J. 74:863, . 
South Carolina M.A. 53:83, March 1957. 258. Walker, A.: Las nuevas drogas ataraxicas ( 


169:453, July 1956. 186. Gillette, H. E.: The effect of meprobamate on cerebral palsy. 
\ilizers and purpura hemorrhagica (Correspondence). J.A.M.A. 161:96, May 5, 1956. 188. 
J.: An evaluation of meprobamate in the treatment of alcoholism. Ann. New York Acad. Sc. 
190. "Habit-forming" individuals (Queries and Minor Notes). J.A.M.A. 163:515, Feb. 9, 
’ case. Ohio M. J. 5231306, Dec. 1956. 192. Hollister, L. E., Elkins, H., Hiler, E. C. 
*k Acad. Sc. 673789, May 9, 1957. 193. Hollister, L. E., Stannard, A. N. and Drake, C. F.: 
1956. 19k. Holoubek, J. E., Thomas, 0. C. and Segura, J.: Toxic reaction to 2-methyl- 
, 195. Karlinsky, W.: Allergic purpura due to meprobamate (Correspondence). Canad. 
1 meprobamate (Miltown) in surgery of eye, ear, nose and throat. Eye, Ear, Nose & Throat. 
| new tranquilizer, meprobamate -- Its use for pain associated with cancer, preliminary 
meprobamate (Correspondence). J.A.M.A. 161264), Jume 16, 1956. 199. Kugelmass, I. N.: 
& G. P. Clinics 169:323, June 1956. 200. Lamphier, T. A.: Drug addiction (Correspond- 
meprobamate in postoperative surgical care. Amn. New York Acad. Sc. 67:810, May 9, 1957. 
is. J. Chronic Dis. 3:122, Feb. 1956. 203. Lemere, F.: New tranquilizing drugs. North- 
lence). J.A.M.A. 160:1)31, April 21, 1956. 205. Lemere, F.: Habit-forming properties of 
+, 1956. 206. Lemere, F.: Promazine (Sparine) in the treatment of psychiatric disorders. 
A.M.A. Arch. Dermat. & Syph. 75:37, March 1957. 208. Levan, N. E. and Mundy, C. F.: Un- 
9. LeVan, P. and Wright, E. T.: Use of tranquilizers in diseases of the skin -- A 
R.: Clinical evaluation of meprobamate in disturbed and prepsychotic children. Ann. New 
ss, L.: Ineffectiveness of Diamox in the treatment of childhood epilepsy. Pediatrics 17: 
ion in treatment. Southwestern Med. 37:28, July 1956. 213. McGee, R. R.: Drug reaction 
Miltown in the treatment of chronically ill psychiatric out-patients. Pennsylvania M. J. 
ropsychiatric office use. Wisconsin M. J. 56:198, April 1957. 216. Mulinos, M. G., Boyd, 
r publication, 1957. 217. Osinski, W. A.: Treatment of anxiety states with meprobamate 
8. Osinski, W. A.: Treatment of anxiety states with meprobamate. Ann. New York Acad. 
orrespondence). J.A.M.A. 163:)89, Feb. 9, 1957. 220. Pelner, L.: Meprobamate (Correspond- 
ects of six ataraxics in neuropsychiatric patients. Read at the American Psychosomatic 
Meprobamate, a tranquilizing drug with muscle relaxant properties in psychotic cases, in 
C., 1957, pp. 125-131. 223. Pennington, V. M.: A comparative study of six ataraxics in 
ington, V. M.: A two-year comparative study of ataraxics in neuropsychiatric patients. J. 
ltcwn (meprobamate) with psychotic patients. Am. J. Psychiat. 114:257, Sept. 1957. 226. 
1957. 227. Pennington, V.M.: Addiction to meprobamate questioned (Correspondence), North- 
wn) in convulsive and related disorders. J.A.M.A. 161:10l0, July 1h, 1956. 229. Pevey, J. 
ults with phenobarbital, meprobamate and two similar experimental agents. J. Pharmacol. & 
e (Miltown) for the treatment of emotional disorders. Am. Pract. & Digest Treat. 7:1573, 
ddiction. Northwest Med. 56:53, April 1957. 232. Ruchwarger, A.: Meprobamate in anx- 
t. 1956. 233. Rushia, E. L.: Freliminary report on the use of meprobamate for pre-anes- 
sen, S. B.: The effects of ward tension on the quality and quantity of tranquilizer uti- 
B.: The value of muscle relaxants in disorders of muscle tone. Ann. New York Acad. Sc. 
-: Hypotensive episodes following treatment with meprobamate (Correspondence). Lancet 2: 
izing drug: use of Miltown (2-methyl-2-n-propyl-1,3-propanediol dicarbamate). J.A.M.A. 
» a new tranquilizing agent. J. Clin. & Exper. Psychopath. 17:7, March 1956. 239. Sen- 

Rhode Island M. J. 39:675, Dec. 1956. 240. Shane, A. M. and Hirsch, S.: Three cases 
J. O.: ‘'Mood' therapy in the aged. Differential approaches to recent therapy. M. Times 
W. P.: Meprobamate (Miltown) in rheumatic diseases. J.A.M.A. 163:535, Feb. 16, 1957. 
cle spasm due to rheumatic conditions. Amn. New York Acad. Sc. 67:839, May 9, 1957. 2hh. 
m. Geriatrics Soc. 5:152, Feb. 1957. 245. Smith, R. T.: The newer drugs in the treat- 
Philadelphia, March, 1957, pp. 353-358. 2h6. Sokoloff, 0. J.: Meprobamate (Miltown) as 
3393, Oct. 1956. 247. Steffen, C. G., Chervin, M. and Van Vranken, B.: Reaction follow- 
2.8. Stewart, R. H.: The use of tranquilizing drugs in gynecology. West. J. Surg. 6h: 
England J. Med. 256:354, Feb. 21, 1957. 250. Thal, N.: Premedication for electroshock 
em 17:52, Feb. 1956. 251. Thimann, J.: Newer drugs in the treatment of acute alcoholism 
eeting, Atlanta, Georgia, Dec. 28, 1955. 252. Thimann, J. and Gauthier, J. W.: Miltown 
ol. 17:19, March 1956. 253. Tucker, W. I.: The place of Miltown in general practice. 
nical evaluation of meprobamate therapy in a chronic schizophrenic population. Am. Jd. 
ani. Surg., Gynec. & Obst. 10l:233, Feb. 1957. 256. Turvey, S. E. C.: Meprobamate for 
743863, June 1956. 257. wan de Erve, J. and Childs, D. R.: Meprobamate reactions. J. 
raxicas (The new ataractic drugs). Prensa med. argent. 3:2667, Aug. 31, 1956. 259. Wein- 
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SINGLE-INJECTION VD THERAPY 


Primary and early secondary syphilis: 
| Injection BICILLIN, 2,400,000 units in single-dose dis- 
posable syringe 
Acute gonorrheal urethritis in the male: 
Injection BICILLIN, 300,000 units per cc. in a single dose; 


| vials of 10 cc. 
INJECTION. 
BICILLIN 
LONG-ACTI NG 


Benzathine Penicillin G : 
(Dibenzylethylenediamine Dipenicillin G) 


Penicillin with a Surety Factor 
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TO SAVE YOU TIME, 


TO GIVE SERVICE 
A NEW CONCEPT IN 
PHARMACEUTICAL 


LITERATURE * * * * 


ay 
OR TA | 
PORRS 
= CONTROL 
OF HYPERTENSION [im 
TACHYCARDIA 
ANXIETY-TENSION 
AND RELATED fi 
DISORDERS 
PSYCHOSES 
THROUGH 
SYMPATHETIC 
REGULATION 


During the coming months, you will receive the first of 
the new CIBA PICTORIAL REPORTS. These booklets are de- 
signed to guide you in the use of important drugs in 
everyday practice, and at the same time reduce your 
volume of mail. 

The REPorTs are substantial and comprehensive, 
yet easily read. Through them, you will receive full 
information on common therapeutic problems, with a 
minimum of mail. 

CIBA PICTORIAL REPORTS will have illustrations to 


show therapeutic action, biochemical effects, etc. Photo- 
graphs, charts, diagrams and graphs will demonstrate 
clinical experience, indications, side effects, dosages, 
precautions. In many cases the graphic material may 


be of aid in explaining to patients the nature of illnesses 
and the rationale of drug therapy. 

The first CIBA PICTORIAL REPORT will explore the 
concept of “Sympathetic Regulation” in the contro! of 
high blood pressure and other disorders, Among other 
REPORTS to follow will be “Daytime and Night-time 
Sedation”; “Drug Therapy and Dermatology’; “Ad- 
vanced Therapy for Advancing Hypertension”; “The 
Use of Stimulants in Everyday Medical Practice.” 

If you are among those physicians who want com- 
plete information about drugs, but less mail, look for 
CIBA PICTORIAL REPORTS. We believe you will agree that 
they’re worth reading... and worth keeping. 


CIBA, SUMMIT, N. J. 
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for vaginal moniliasis, trichomoniasis or both 


a new specific moniliacide MiICOFUR™ is combined with 


brand of nifuroxime 


an established specific trichomonacide FUROXONE® in 


brand of furazolidone 


VAGINAL SUPPOSITORIES AND POWDER 


85% CLINICAL CURES* In 219 patients with either trichomonal vaginitis, 
monilial vaginitis, or both, clinical cures were secured in 187. 


71% CULTURAL CURES* 157 patients showed negative culture tests at 3 
months’ follow-up examinations. 


Simple two-step treatment swiftly brings relief and 
control of vaginal moniliasis and trichomoniasis. 


STEP 1 Office administration of TRICOFURON VAGINAL POWDER 

Applied by the physician at least once a week, except during menstruation. 
(Micofur 0.5% [anti 5-nitro-2-furaidoxime], the new nitrofuran fungicide, and Furoxone 
0.1% in an acidic, water-soluble powder base). Plastic insuffator of 15 Gm., with 3 
sanitary disposable tips. Also glass bottle of 30 Gm. 

STEP 2 Continued home use to maintain moniliacidal-trichomonacidal] 
action: TRICOFURON VAGINAL SUPPOSITORIES Employed by the 
patient each morning and night the first week and each night thereafter — 
through one cycle, especially during the important menstrual days. 
(Micofur 0.375% and Furoxone 0.25% in a water-soluble base) NEW: Box of 24 bullet- 


shaped suppositories, each hermetically sealed in green foil; with applicater. Box of 12 
wedge-shaped suppositories without applicator. 


*Combined results of 12 clinical investigators. Data available on request. 


NITROFURANS—a new class of antimicrobials—neither antibiotics nor sulforamides 


EATON LABORATORIES, NORWICH, NEW YORK 


‘ 
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J.A.M.A., March 29, 1958 


PHYSICIAN WANTED PROSPEROUS COMMUNITY 
serving area of 10,000 needs a doctor; new modern eight 
room air conditioned building; twenty miles north of 
Birmingham Alabama; rent free to start and $1,000 
month guarantee; hospital staff open; adequate housing. 

Box 5623 C, % AMA 


LARGE MIDDLE WESTERN PHARMACEUTICAL 
manufacturer has position for well trained internist or 
pediatrician; creative medical writing and direct par- 
ticipation in clinical research; give full information, 
professional and personal; all replies confidential. Box 

5669 C, % AMA. 


HOUSE OFFICER IN PATHOLOGY; NEW HOSPITAL 
as yet unapproved for training; approximately 150 au 
topsies, 4,500 surgical specimens; over 100,000 elinical 
laboratory tests annually; interested parties should 
contact: Director of Laboratories, Richmond Memorial 
Hospital, Richmond 27, Virginia c 


WANTED—BOARD ELIGIBLE ORTHOPEDIST FOR 
17 man weli established group; associated, excellent 
expanding 130 bed hospital; junior partnership after 2 

| years; good salary; travel expenses paid; applicants in- 
vited for personal interview, Apply: Or. Charles Holzer, 

Holzer Hospita? and Clinic, Gallipolis, Ohio. c 

PEDIATRICIAN—BOARD CERTIFIED OR ELIGIBLE 
to join clinic of 37 specialists in midwest university 

city; five members in pediatric department; full mem 
bership in three years; include professional data in 

first letter. Box 5666 C, % AMA 


HOUSE PHYSICIAN—-FOR NEW AIR-CONDITIONED; 
modern 400 bed general hospital; comfortable living 
quarters; attractive personnel policies. Apply: Admin 
istrator, tichmond Memorial Hospital, 1300 Westwood 
Avenue, Richmond, Virginia. Cc 
WANTED GENERAL PRACTITIONER; ES 
2 ia tablished general practice group of four; good office, 
Carrier unto mse laboratory, and X-ray facilities; new building, 1951 
partnership after first year; midwestern city. Writs 


tox 5583 C, AMA 


WELL 


Once he is infected with athlete’s foot, he is likely to remain a “carrier CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 

fick tor sale. 409 Green Street, Pasadena, Calilornia. 

unto himself,” even without re-exposure. Daily routine application and las 
. . . ornia. 

of Desenex protects against reinfection and recurrence. GENERAL AND INDUSTRIAL SURGEON: SINGLE 

preferred; willing to work evenings if necessary should 


have Illinois license; good salary and excellent op 
| portunity; complete maintenance if necessary. Dr. M. 8 
Mazel, Edgewater Hospital, Chicago 26, [linois c 
| 
| ORTHOPEDIC SURGEON--BOARD ELIGIBLE; OP 
portunity now available for equal status association 
. with Board orthopedist in southern California metropo 
fast relief from itching lis; excellent practice opportunities in ample new of- 
tices. Box 5600 C, AMA. 


. GENERAL PRACTITIONER — SINGLE MAN; ASSO- 
prompt antimycotic action ciate in contract practice West Virginia; $1,200 month 

minimum guaranteed; obstetrics extra; excellent fur- 
nished quarters; no investment or overhead; available 
July or August. Box 5616 C, % AMA 


continuing prophylaxis GENERAL PRACTITIONER WANTED—TO ASSOCI 
ate with medical group 20 miles north of Pittsburgh: 
excellent educational program; net income $12,000; 
paid annua! vacation and study leave; no investment 
required. Write: Box 344, Russellton, Penns ylvania, C 


OPHTHALMOLOGIST, PEDIATRICIAN, UROLOGIST 
—Board certified or eligible; to join well established 
— 18 man group in north middie western city of 


NIGHT and DAY treatment | §0,000; beautiful new building; salary with sey part- 


| aie give full details. Box 5629 C, 
AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. . | CALIFORNIA ORTHOPEDIC CLINI START $1.7 700 
| t then $2,000 month; excellent 


month for six months 
future; must have Boards or Board eligible; give age 


| 

DURING THE DAY — Desenex Powder (zincundecate) — 11/ oz. container, | training, hobbies, education, chronology last tem years 
| 


OINTMENT — POWDER 
SOLUTION 


WANTED GENERAL PRACTITIONER WITH SPE 
cial interest in internal medicine; able to do minor 
surgery and some assisting; small group specialists 
southern California; salary; share in earnings after 18 
months. Box 5652 C, % AMA 


ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


WANTED — INTERNIST TO TAKE OVER LONG ES- 
tablished internal medicine practice, Michigan, during 
months, August and September; permanent practice 
available if desired ; ayy training, age and marital 

status. Box 565! C, A. 


| STAFF PHYSICIAN—300 BED TUBERCULOSIS HOS 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. « Belleville 9, N. J. 


pital; salary $600 per month plus furnished, three 
bedroom home and full maintenance; Montana license 
or eligibility required. Address inquiry: Dr. A. C 
Knight, Route 1, Deer Lodge, Montana. Cc 


GENERAL PRACTICE PHYSICIAN TO ASSOCIATE 
with general practitioner; Mariemont, Ohio; outskirts 
ot Cincinnati; good remuneration; eventual equal part 
nership: hospital facilities above average; excellent 

opportunity. Box 5660 C, % AMA. 


ANESTHESIOLOGIST—BOARD ELIGIBLE OR CER- 
tifled; fee for service; teaching appointment; Pennsy! 


(Continued from page 90) WANTED INTERNIST FOR SMALL CLINIC OF IN- nia license and personal interview required. Apply 
ternists; twenty five miles from New Orleans; opportu- x “a Catenacei, MD, Hahnemann Medical College 
INTERNIST — OPPORTUNITY TO ASSUME ESTAB- nity to develop own practice or partnership available; | ina" ospital*+, Philadelphia, Pennsylvania. : 


lished practice in a building with sixteen certified new hospital under construction. Howard Clinic, Sli- 
dell, Louisiana. C | GENERAL PRACTITIONER WANTED—IMMEDIATE 


vialists in Modesto, California; leaving for re- 
n position. Write or call immediately : Virgil A. opening; asscciation with young general practitioner; . 
. MD, 283 Norman Drive, Ramsey, New Jersey, GENERAL PRACTITIONER—SOUTHERN CALIFOR- starting salary $12,000 yearly; partnership later; loca- 

c nia; $12,000 annually plus percentage when qualified ; tion, northwest Chicago; suburb. Box 5338 C, % AMA. 


and leading to partnership; excellent opportunity for 

future security; license Lg righ state availability, ex- | WANTED GENERAL PRACTITIONER WITH 
AMA, 


SUR- 


NGELES AREA-—PSYCHIATRIC VACANCIES 
in new VA hospital+, afftiated with 3 medical schools; perience, ete. Box 5683 C, gical experience or ability to associate with or to re- 
opportunity for individual and group therapy and place physician in small farming and resort iT 
research; salary $8990 through $12,685, plus 25% spe- | INTERNIST — FAMILY DOCTOR PRACTICE WITH | 1 central Minnesota; terms open. Box 5649 C AM. 
cialty allowance. Contact: Manager, VA _ Hospital, graduate work in internal medicine; no OB; eventual 
Sepulveda, California. Cc partnership; excellent office and hospital facilities; busy 
practice in suburban community; outskirts of Cincin- 
PHYSICIANS WANTED—FOR CHICAGO AND SUR- nati, Ohio. Box 5673 C, % AM 


rounding suDurbs; many full and part time opportuni- 


NECOLOGIST ; 


ties available including associations, industry and all WANTED— OBSTETRICIAN-G 

specialties. Call or write: Garland Medical Placement, lish own practice; office; diplomate F a 

25 East Washington Street, Chicago, Llinois, Andover practice; consider partne rship after year; i 

3-0145. c mutually satisfactory: references, training. “Box | 
% A) 


WANTED—THREE HOUSE PHYSICIANS, JULY 1, 
1958; salary $600 in addition to full maintenance; pre- RADIOLOGIST — CERTIFIED; ASSOCIATE WITH 


requisite; Pennsylvania license or its equivalent. Ap- roup; private practice; 500 bed hospital; two outlying 
ply to: Miss Martha ©. Marks, Assistant Administra- jospitals; training in ys Searee: state qualifica- 
tor, Westmoreland Hospital*+, Greensburg, Pe ander tions first letter. Box 5512 C & MA. 
nia. 
WANTED—-INTERNIST WITH SPECIAL INTEREST 
WANTED — THOROUGHLY QUALIFIED PHYSICIAN in gastroenterology; small group well trained men; 
for general practice and industrial work; 200 southern California; salary; to share in 
Building, Cleveland, Ohio. earnings after 18 months. Box 5631 C AMA. (Continued on page 96) 
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The opossum, born ‘‘prematurely,’’ must spend 
weeks in its mother’s pouch to become fully viable. 


For the human infant, unlike the opossum, prema- 
turity is not normal. But when it threatens, even a 
few extra weeks in the uterus can make the differ- 
ence between survival and death. 


Whenever labor begins between the 29th and 36th 
week of pregnancy and before dilatation of the 
cervix exceeds 3 cm., administration of Releasin 
may add precious additional days or weeks in 
utero development. 


Complete literature is available upon request. 


hn answer lo prematurity 


brand of relaxin 


AN ORIGINAL DEVELOPMENT OF WARNER-CHILCOTT RESEARCH 


WARNER-CHILCOTT 
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96 J.A.M.A., March 29, 1958 


Continued from page 94 RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 
( f pag ) INTERNS AND RESIDENTS WANTED Center. Three year approved train- 
WANTED--SURGEON ; WILLING TO DO SOME GEN The * signifies a hospital approved for internships with gb sone po gD or ged 
precti- end the + approved for residencies in specialties | patients: physiological and pharmacological therapies; 
the Counet on Medical Education and Hospitals | neurology: chiid psychiatry; social and preventive psy- 
ship after 12 Write to: Box 5635 AMA. of the A. M.A. Consult Council's approved list 
we - ; sida e i uper- 
for types of internships and residencies approved. — Barge ne ape case material, complete curriculum ; 
PHYSICIAN WANTED — FOR CHILDREN’ S CAMP; y , , oa, . Dp ipends rst year $4,000; second year $4,600 third 
July and August; good sala 250 members camps; year $5,200; applications now being considered for res- 
association private camps. 55 West 42nd Street, New with Albany Medica! College; opportunities for cli nie al, idencies beginning July 1959. For details write: Louis 
York 36, New York. Cc investigative and student teaching activities; l Jolyon West, MD, Professor of Psychiatry, University 
citizenship required; applications invited for of Oklahoma School of Medicine and University Hos- 
NEUROSURGEON—WITH COMPLETED TRAINING; surgery, psychiatry, physical medicine, pathology, radi pee 800 N. E. 13th Street, Oklahoma City 4, Okla- 
for association leading to full partnership; southern ology and neurology; salary $2,840 to $3,550, temporary oma. Dd 
California; salary and pereuetings > waite full particutars license in New York State acceptable ior first year | APPLICATIONS FOR FULLY APPROVED, FOUR 
but sicense in any state required year residencies in general surgery to begin July 1, 1958 
entering second year. Career residencies available in are bei accepter s tr rogT s affili- 
— BOARD OR ELIGIBLE; psychiatry, neurology, and physical medicine; salary ated with and 
anted by fuity approved Eye, Ear and Throat Hos- ) to $8,990; age limit 47 years; permanent license Schools of Medicine: salaries of reside 
pital + in. south; salary first year; partnership after r ; also full citizenship; all residents $2,840: United States citizenship requ 
one year. Box 9432 C, % AMA. who are Korean G.L. trainees may receive certain allot- cone under the supervision of Professors 
ments in addition to hospital salary; bachelor quarters medical schools. Apply to: Dr. Lyman K m 
ANESTHES!OLOGISTS — THREE; TEACHING HOS- available for reasonable rerauneration. Address inquiries Chief of Surgery, Veterans Administration H api tal 
pital*+ New_York City; tee for service basis; team to: Director, Professional Services, Veterans Admin New Or'eans, Louisiana. D 
potential; $15,000 first year; graduates of approved istration Hospital, Albany, New York. L 
schools only. Box 5530 C, % AMA. _ | RADIOLOGY—FIRST AND SECOND YEAR RESIDEN- 
INTERNAL MEDICINE—UNEXPECTED OPENING IN cies; available July 1, 1958 in 377 bed, 65 bassinett; 
WANTED—FULL TIME PHYSICIAN FOR RAILWAY; sidency program; second year spent in basic sciences short term general hospital*+; non governmental; 
must be eligible for license in Virginia; West Virginia at University of Michigan Medical School; only grad- stipend $2,640 and $2,880 respectively with $900 sub- 
and Qhio; and under age fifty-six. Address: Box uates of Class A United States medical schools accepted sistence allowance for married persons; department staff 
5685 C, AMA. Write: Pontiac General Hospital, Pontiac, Michigan. D 


4 300 therapy treatments last year; approved program 
sesmee as for three years of specialty training; active general 
teaching program for 23 residents in 10 specialties plus 
16 rotating internships. Write furnishing summary of 
education to: Director of Radiology, Delaware Hospital, 
and Washington Street, Wilmington 99, — 


ware. 

LIMITED NUMBER OF RESIDENCIES STILL AVAIL 
able—-665 bed general hospital; fully 

| with organized teaching; salary rang $62 
newly furnished apartments, reas« ms e re >; Vacancies 

still exist in ybstetrics vneco t th 
She Ss Been pedics, first year; pathology, 1 cram 
first, second third years diatric : urs 

radiology, first year resident and f year f ‘ 
Indiana license or equivalent. Write Bacastow, 

MD, Director Mec iti al Education, Methodist Hospita 
She's j Indianapolis, Indiana. dD 

o's just one of more than a million pationts THREE YEAR APPROVED PSYCHIATRIC RESIDEN- 
cies; university teaching hospital* +; integrated training 
who have been treated with Ultrasound by program; supervised psychotherapy seminars; lectures; 


research opportunities; psychoanalytic; psychosomatic; 
sccial sciences approaches; opportunity for advanced ex- 
the more than 20,000 physicians using perience in child psychiatry: psychoanalysis: stipends 
_ $4000, $4650, $5825, $6000. Contact: Dr. George 


am, Psychiatric Training and Research Center, 
Ultrasonics in their practices. If you are North Carolina Memorial Hospital*+, Chapel Hill, 
North Carolina. 

thinking of buying an Ultrasonic examine the RESIDENT WANTED—GENERAL PR. ACTIC E BED 


hospital in North Jersey: openings 
July 1; well organizec act 
mechanical features: look at the transducer. Director of Medical mm: acti e% 
de clinical experience anc id ample 


ifford 
Is it adaptable (adjustable) to all five of oe a eA 300 and full maintenance 
ses RESIDENCY IN ANESTHESIOLOGY UNIVERSITY 
Is 
the recommended treatment positions ? Is the aupointment: two gears active training prostain: ade- 


quate clinical experience in all phases of anest! H 
affiliation with Veterans Administration; In ana li 
cense required; starting salary $2,700 t 


crystal small enough (5CM? is the experts’ = 
MD, Indiana University Medical Center* +, Indi 
Dd 


choice) to treat the concave areas ? lis, Indiana. 

PEDIATRIC RESIDENCY FF IRST AND SECOND 
Is the electronic circuit stable so that output year ap ointments available nye two year resi- 

dency; 400 bed general ho clinic ; 

hensive teaching progran $3 "monthis 
remains constant throughout treatment ? Apply: Medical Director, Fresno County General Hos. 
pital, Fresno, California. D 

Is the dosage always what reads on the meter ? ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 


of Minnesota Hospitals, Minne apolis Veterans Adminis 
. P tration Hospitals and ¢ i Is; an opening 
Is the manufacturer experienced in every 4 weeks. Address “a gen, MD 

Director of Anesthesiology, University of Minnesota 
Hospital, Minneapolis, Minnesota. D 


SS a ROTATING, 3 AVAILABLE JULY 1, 
bed modern general 
profession ? Does he have dealers everywhere La i; stipend $250 monthly 

broad experience available in 
Chairman, Intern Committee, 


producing equipment for the medical 


to give you service when you need it ? Trenton, New Jersey. 
a ‘ INTERNAL MEDICINE—3 FIRST OR SECOND YEAR; 
You owe it to yourself to know the answers 2 third year residencies open July, 1958; three year 


approved program; affiliated with University of Oregon 
Medical School; salary $2,840 to $3,550. Apply: Chief, 


to these questions. In all sincerity we Medical Service, Veterans Administration Hospital, 

Portland 7, Oregon. dD 

believe that every Birtcher MEGASON TWO ORTHOPEDIC RESIDENCIES OPEN—FULLY 

THE approved for adults and children orthopedic also frac- 
Ultrasonic (there are four models, you tures ; for deti ails ee stipend, living accommoda 

BIRTCHER tions, Contact: Educational Director, St. Mary's 
Hospital, 201 Lafayette Avenue, 8S. E., Grand Rapids, 

Dd 


a 
CORPORATION know) will meet your every qualification. Michigan. 


APPROVED ROTATING INTER NSHIPS—ONE YEAR, 
Los Angeles $2, California beginning July, 1958; 275 bed general hospital with 
large surgical servi stipend $250 monthly and full 
maintenance. Apply: Chairman, Intern Committee, T! 
THE BIRTCHER CORPORATION Memorial Hospital+, Danville, Virginia. D 
ONE YEAR RESIDENCY IN GENERAL PRACTICE AT 
64 page booklet Department AMA-358 Akron City Hospital+; residency t § 
san ae 4371 Valley Blvd., Los Angeles 32, California to July 1, 1959. Please reply ; 
ics in a Nutshell y ” ° Chief of General Practice, Akron ‘city Hospital, Akron 
pea wy <om- (C Send me a copy of ‘‘Medical Ultrasonics in a Nutshell” 9, Ohio. D 
y asked ques- AY ANT 
Fy RESIDENCY AVAILABLE—OBSTETRICS AND GYNE 
tions about ultra- CII would like a demonstration in my office. cology ; three years Board approved ; midwestern medical 
— a — Dr school. Box 5705 D, % AMA. 
abstracts of sever: . 
medical journat RESIDENCIES—AVAILABLE JULY |, 
ich Address 958; 4 year approval pathologic anatomy; clinical 
articles. patholony, bed 800 beds; 
: medical technicians training school: necropsies ; 
City Zone State 8,000 surgicals; 150,000 clinico-pathologic examina- 
tions; medical photography; staff of Board Certified 


chief pathologist and 2 assistant pathologists; bacteri- 
ologist; 3-4 residents; educational program; stipend 
$2,400 plus full maintenance including family. Apply: 
Leo Lowbeer, MD, FCAP, Hillcrest Medical Center, 
Tulsa, Oklahoma. D 


(Continued on page 100) 
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buoy up : 
your patients 
| | 
nutritionally 
Each capsule contains: 
Thiamine 
Mononitrate (B,) 15 mg. 
Riboflavin (B,) 10 meg. 
Nicotinamide 50 mg. 
Caicium Pantothenate 10 mg. 
Pyridoxine 
Hydrochioride (B,) 5 mg. 
Ascorbic ficid 
(vitamin C) 250 mg. 
bi 
Rol ins 
2 A. H. Robins Co., Inc., Richmond 20, Va. 
: Ethical Pharmaceuticals of Merit since 1878 
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Gastric distress accompanying ‘predni-steroid” 
therapy is a definite clinical problem — well 
documented in a growing body of literature. 


*“‘In view of the beneficial responses 
observed when antacids and 
were used concomitantly with prednisone 
and prednisolone, we feel that these meas- 
ures should be employed prophylactically 
to offset any gastrointestinal side effects.” 
—Dordick, J. R. et al.: New York State 
J. Med. 57:2049 (June 15) 1957. 


*“It is our growing conviction 
that all patients receiving oral ster- 
oids should take each dose after 
food or with adequate buffering 
with aluminum or magnesium hy- 
droxide preparations.” — Sigler, 
J. W. and Ensign, D. C.: J. Kentucky 
State M. A. 54:771 (Sept.) 1956. 


* “The apparent high incidence 
of this serious [gastric] side effect 
in patients receiving prednisone or 
prednisolone suggests the advis- 
ability of routine co-administration 
of an aluminum hydroxide gel.” 
—Bollet, A. J. and Bunim, J. J.: 
J. A. M. A. 158:459 (June 11) 1955. 


One way to make sure that patients receive 


full benefits of “predni-steroid” therapy plus 


positive protection against gastric distress is 
by prescribing CO-DELTRA Or CO-HYDELTRA. 


PREDNISONE BUFFERED 


multiple compressed tablets 


provide all the benefits 
of “Predni-steroid” therapy— 
plus positive antacid protection 


against gastric distress 


PREDNISOLONE BUFFERED 


2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500 


MERCK SHARP & DOHME vision of MERCK & CO., Inc., Philadelphia 1, Pa. mQo 
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PSYCHIATRY — THREE YEAR APPROVED RESI- 
slencies; well balanced assignments; including in- 
patient, out-patient department, child, forensic and 
psychosomatic experience; psychoanalytically and so- 
matically oriented therapies; suburban Chicago: con- 
venient to various psychiatric training facilities; in- 
cluding Institute for Psychoanalysis; resident under 
supervision of attending psychiatric facilities of medical 
schools in Chicago; U. S. citizenship required. Address: 
Louis Jensen, MD, Chief, Psychiatry Service, Veterans 
Administration Hospital+, Hines. Illinois. 


RESIDENCIES AVAILABLE—APPROVED RESIDEN 
cies in medicine, surgery, pediatrics, obstetrics and gyn- 
ecology, and general practice available ay 1, 1958; 
294 bed; 43 bassinet city perated hospital: annually 
15,000 in-patients; 9,000 out-patient visita; 12,000 
emergency room vis approved for 16 interns; total 


house staff 30; teaching program well organized : 
erating; fundamentals and objectives f 4 
avails on request; beginning salary $300 frit 
City } 


Director, City Hospitals, Memorial Hospital, 
Winston-Salem, North Carolina. dD 

ANN AR 
al hospital; 


VETERANS ADMINISTRATION HOSPITAL, 
bor, Michigan, a general medical : 
positions available psychiatric sider ; affiliated 


with the University of Michigan offering a fully ac- 
credited three year, well balanced didactic and seminar 
program; opportunity for experience in an approved 
new children’s residential psychiatric treatment center; 
must be an American citizen. Write: Paul M. Treland, 
MD, Manager, Veterans Administration Hospital, Ann 
Arbor, Michigan D 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA- 


try+; approved three year program; balanced ctinical 

and didactic training including psychotherapy and so- 

matic therapies, outpatient and child psychiatry: at 

VA, State and Menninger Hospitals; affiliated with 

Topeka Institute for Psychoanalysis: five year appoint- 
ments combining residency and staff experience for 
Board eligibility available at staff salaries. Write: Reg- 
istrar, Menninger School of Psychiatry+, Topeka, ase 
sas. 


RADIOLOGY RESIDENCY AVAILABLE 650 BED 
general hospital*+; midwest; complete three year res 
dent training for American Board of Radiology; larg+ 

~ new department including therapy and isotope div 

sions; complete teaching facilities; staffed with three 

protection Koard Certified radiologists and six residents; 39,145 

examinations, and 2,142 therapy patients treated last 
year; good private housing facilities available; stipends 

$325 to $400 per month. Apply: Box 5670 D, 


from asthma from 3 


FIRST YEAR a ROLOGIC RESIDENT--UNEXPECTED 


vacancy July 1958; un iversity ser ral hos 
or ours pital*+, Washington, D. C ‘ludes rotation through 
university hospital; basic approved 
three year program; senior resident performs minimum 


© 200 major operations; nationally known urologic facult 
wi and also half-time urologist: only graduates of ay 
proved medical schools considered; interview desirabl: 

Write: Dr. Roger Baker, Georgetown University Ho 
pital, Washington, D. C D 


convenient tablet— NEUROLOG Y RESIDE NCY—TWO YEAR BOARD AP 


proved training program in a 712 bed GM&S hospital! 
located in the San Francisco Bay area; affiliation with 
other teaching hospitals and two medical! schools; salary 
$2,840 and $3,550 P/A with annual increases; career 
residencies from $6,000 to $9,000 P/A depending or 
qualifications. For further information write: Director 


» ® Professional Services, Veterans Administration Hospita 
Oakland, California 
PSYCHIATRIC RESIDENCY VACANCIES 
proved three year residency in conjunction with } 
western University Medical School; extensive tre 
program clinical tional cou “ 
i lds; salary anges 
$3 ‘ esidents t 
$8,990; hourly commuting distance Chicago; citizenship 
Write Manager Veterans Administratior 
Nephenalin® Nephenalin® Hoxpital, Downey, North Chicago, Illinois D 
(for adults) Each tablet contains: PEDIATRIC PATHOLOGY RESIDENCIES UNIVERSITY OF KAN 
sas Medical School and Veter: Admini ( los 
Aludrine pital; 4 years pr t 
year residents specialties 
10 mg. (Isoproterenol HCI; in coating) 5 mg. time st 30.000 750 om 
clinica gy; research; $ to $6,000 
9 sitizenship pr rred. Apply E. Stowell 
130 mg. (2 gr.) Theophylline 100 mg. (11% gr.) Cersity of Kansas Medical Center*+, Kansas Ci 
24 mg. (3% gr.) Ephedrine sulfate 12 mg. ( % gr.) Kansas 
WANTED—RESIDENT PHYSICIAN; JOINT COMMIS 
8 mg. (1% gr.) Phenobarbital 8 mg. ( % gr.) sion Accredited but not AMA approved for resident 
program and a tt have exch ange visitor ““P’’ No.; 
KV . ° ° 50 bed general hospital; 50 miles south of Washing 
Dose: Keep under tongue 5 minutes for rapid asthma relief; then swallow. ton, D. . salary $400 per month and furnish own 
} i 5 s aintenance; room furnished for single resident. Appl 
Not more than 1| tablet in 4 hours, or 5 tablets per day. Bottles of 20 and 100. Administrator, Mary Washington Hospital, Fredericks 
burg, Virginia dD 
Shes. Lee New York 17, N.Y. PATHOLOGY RESIDENCIES — ONE IMMEDIAT! 
one July Ist; 600 bed general hospital*+ approved 
for 4 year program; modern, well pe i laboratory; 
an unusual Opportunity to combine research and patho 
ogy training facilities illab 
(Continued from page 96) APPROVED THREE YEAR RESIDENCIES IN PSY. tipends from $325 per month. Apply: E. Bf 
try—New GMA&S hospital; well organized teaching | Kniehts, Jr.. MD, ’ Director of Pathology, Hurley Hos 
PATHOLOGY RESIDENCIES TWO POSITIONS oodes affiliated with Washington University School pital, Flint, Michigan D 


of Medicine, all types of psychiatric experience repre- 

sented; including supervised synamically oriented psy- | RESLUENCIES-— INTERNAL MEDICINE; ACTIVE 300 
otiereay: psychosomatic medicine; child guidance; bed general hospital* +; approved 3 year residency pro 

etc. ; approved training in psychoanalysis available local- gram; full time Boa specialists teaching; salaries 

Wy: full time director of training is a member of the range from $315 to $415; depending upon year of train 
m 


available July Ist; in large general medical and sur- 
gical hospital; active autopsy and surgical pathology 
services; approved four years in Pathologic Anatomy 
and Clinical Pathology; residents have own clinical 


yathology laboratory; st vision anc ac’ 
ties erican Psychoanalytic Association; attractive career ing and family status; eligible California licensure 
are Board Certified; have affiliation for gynecologic an‘ residency program available: citizenship required. Write Ww site Director s Education. Ka Foundation 
pediatric pathology; applicant must be U. 8. citizen to: Dr. Bernard A. Cruvant, Veterans Administration Hospital, 280 W. MacArthur Blvd Oakland 11, Cal 
and graduate of approved medical school; salary $2,800 Hospital, 915 North Grand Avenue, St. Louis 6, a | fornia D 
to $4,000 depending on experience. Apply: Chief, Lab- om 
oratory Service, Veterans Administration Hospital+, RESIDEN iy: F YE 3 y | 
Hines. Ulinois. D 2SIDENT IN PATHOLOGY; FIRST YEAR SALARY open only to graduates of approved medical schools 
$325 with increases each year to $450; four year Board aceredited program in major teaching hospital*+ in 
PATHOLOGY RESIDENT WANTED THERE ARE approval in both pathologic anatomy and clinica! pa- scenic area of central Pennsylvania; $3,000 annually 
openings now and in July at the Veterans Administra- thology; want only a first year resident; preferably in with full maintenance; jobs for wives usually available 
tion Research Hospita! for pathology residents; the 516 terested in career of pathology; graduate of approved Write: John G. Knauer, MD, Harrisburg Hospital, 
bed hospital is affiliated with Northwestern University ton full tin Certified 
Medical School and appointments are ade 7 j ultra-modern laboratory; two full time Board Certified » 
pathologists plus two Board Certified consultants; Ph.D. | PATHOLOGY RESIDENCY—AMA APPROVED WITH 
through other hospitals affords wide flelds and experi- biochemist and Ph.D. microbiologist; 5,000 surgicals; medical school affiliation; attractive New England va 
ence: excelleat opportunities for research and academic 180 autopsies; well organized teaching program; avail- cation area; $300 per month. Apply: Dr. W. Bearty 
study with good remuneration. Inawire: Dinscter ef able immediately or July Ist. Apply: Grant Murphy, man, Pittsfield General Hospital, Pittsield, Massa 
Professional Services, Veterans Administration Research MD, Director of Laboratories, McLaren General Hos- chusetts. D 
Hospital, 333 East Huron Street, Chicago 11, Illinois. D pital, Flint, Michigan. D PATHOLOGY RESIDENTS —60¢ BED HOSPITAL: 
GENERAL PRACTICE RESIDENCY — FULLY AP- PSYCHIATRIC RESIDENCIES AVAILABLE — UNI- three full time pathologists; active medical school affili 
proved 2 year program; choice of program in second versity of Washington, and Seattle Veterans Adminis- | tion and appointment. Dr. Richard G. McManus, 
year; outpatient service; 215 bed hospital*+; qualified tration Hospital, three and five year integrated pro- | Western Pennsylvania Hospital*+, Pittsburgh 24, 
teaching ae appointments now being made for July gram. For information write: Chief, Psychiatry and Pennsylvania. D 
Ist. Apply: Chairman, Intern Committee, St. Luke's | Neurology Service, Veterans Administration Hospital, 
Hospital, St. Paul, Minnesota D 4435 Beacon Avenue, Seattle 8, Washington. D (Continued on page 102) 
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does 
_ inerease... 


*Tests in a series of 25 patients show that there is 
“a definite and distinct lowering [of both volume of 


secretions and of free hydrochloric acid] in the major- 
ity of patients. . . . No patients had shown any in- 


crease in gustric secretions following administration 
of the drug.” 


actually 
Now you have 4 advantages when 


a EE you calm ulcer patients with ATARAX: 

3 ‘ 2. ATARAX is well-tolerated? 


(No parkinsonian effect or blood dyscrasias 


gastric 


3. It is effective in 9 of every 10 tense and 
anxious patients. 


secretion 


bility. 


supplied: 10, 25 and 100 mg. tablets, bottles of 100. Syrup, pint 


bottles. Parenteral Solution, 10 ce. multiple-dose vials, 


references: 1. Strub, 1. H.: Personal communication. 2. Ayd, 


F.J., Jr.: presented at Ohio Assembly of General Practice, 7th 
Annual Scientific Assembly, Columbus, September 18-19, 1957. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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| 
In peptic ulcer... 
Five dosage forms give you maximum flexi- 


FLURO-ETHYL 


(FLUORINATED HYDROCARBON) 


FLURO-ETHYL is a solution of 
Ethyl - Chloride and -Dichlorotet- 


tafluoroethane which has been de- \. 


monstrated to be usefui as a topical 
refrigerant for use in plastic surgi- 
! cal skin planing and as an agent 
| to produce local anesthesia for 
| minor surgical procedures. It con- 
tains 759%dichlorotetrafluoroethane 
and 25% Ethyl-Chloride, and when 
applied topically to the skin, pro- 
duces rapid refrigeration and anes- 
thesia to the desired depths of 
the skin. 


CLINICAL USES: 


Plastic Surgical Skin Planing: In 
the refrigeration dermabrasion 
technique GEBAUER’S FLURO- 
ETHYL, is a refrigerant of choice 
' because it eliminates the necessity 
| of a blower. The mixture is non- 
f flammable and it produces rapid 
~ anesthesia and refrigeration to the 
required depths of the skin. In 
addition, the mixture does not give 
the patient a feeling of suffocation 
if inhaled. The area to be refriger- 
ated can easily be controlled to the 
desired limits. 


NEW non- flammable 


3 


Although this preparation is speci- 
ally designed for plastic surgical 
skin planing, it can also be used as 
a local anesthetic for minor pro- 
cedures such as incision of fur- 
nuncles, electrocautery to small 
cutaneous tags, flat warts, and nevi, 
er the alleviation of needle pain 
during hypodermic injection. 


HOW IT’S USED 


When using GEBAUER’S FLURO- 
ETHYL, holding same in an in- 
verted position, the solution is then 
delivered onto the skin in the form 
of a fine, mist-like spray, produc- 
ing a degree of anesthesia by refrig- 
eration adequate for skin planing 
without the use of an air blower. 
To obtain best results place con- 
tainer in cooler before using. 


MANUFACTURED BY 


THE GEBAUER CHEMICAL CO. 


CLEVELAND 4, 


OHIO 


(Continued from page 100) 
APPROVED RESIDENCIES—IN MEDICINE, PSYCHI- 


atry. pulmonary diseases, neurology and pathology; 
available July |, 1958: 684 bed count hospital + near 
New York City; | opportunity; 


only applicants who have completed one year approved 
will be considered; $200 monthly 
= complete maintenance; pply: Superintendent. 

rgen Pines County Hospital, i 


CLINICAL PATHOLOGY — RESIDENCY; SEPARATE 
department of clinical pathology; 1,200 bed teaching 
hospital*+ average 1,600 laboratory examinations per 
day; departmental research and teaching programs; 
salary subject to agreement. Contact: H. G. Kupfer, 
MD, Director, Department of Clinical Pathology, Medi- 
cal College of Virginia, Richmond 19, Virginia. D 


RESIDENCY — INTERNAL MEDICINE; 
general hospital+; 3 year; teaching unit; Baylor Uni- 
versity College of Medicine; female, private out patient 
medicine; includes all sub-specialists under supervision 
of Board Certified specialists; stipend $2,840 to $3,- 
550; pulmonary function, research etc; 
citizenship requ > Bennett, MD, Veterans 
Administration Hopital. Houston, Texas. D 


ORTHOPEDIC RESIDENCY AVAILABLE — JULY 1, 
1958; Board approved three year program; 500 bed 
Ohio hospital; 25-35% surgical procedures orthopedic; 
Graduates of approved schools only. Box 5486 D, 

A. 


1,300 BED 


MEDICAL NEUROLOGY THREE YEAR RESIDEN- 
cies approved by the American Board of Psychiatry 
and Neurology will be available July 1, 1958; the pro- 
gram is under the supervision of the Dean’s Committee; 


U. 8. citizenship required. Address: Manager, Veterans 
Administration Hospital+, Hines, Illinois. Attention: 
‘hief, Neurology Service. D 


PHYSICAL MEDICINE AND REHABILITATION RESI 
dency—1,300 bed general hospital, three year approved 
program; Baylor University College Medicine affiliation ; 
regular residency $2,840 to $3,550; career residency 
$5,915 to $8,990. M. J. Musser, Director of Professional 
Services, Veterans Administration Hospital, Houston, 
Texas. 


PATHOLOGY RESIDENCIES—3 VACANCIES; 600 BED 
teaching hospital*+; university affiliated; 4 year ap- 
proval clinic and anatomical pathology; leading to MS 
degree; three Semete pathologists and two consult- 
ants; salary $2,500 to $3,400; room, board and duty 
laundry. Creighton Memorial St. Hospital, 
Omaha, Nebraska. D 


APPROVED GENERAL SURGERY RESIDENCY — 
Vacancies Ist and 2nd years; graduates of approved 
schools only. Director of Medical Education, Highland 
Park General Hospital*+. Highland Park 3, —_. 
gan. 


AVAILABLE IMMEDIATELY — APPROVED RESI- 
dency for Board Certification in pathological anatomy 


Joseph 


and clinical pathology at a university hospital* + = | 
% AMA 


medical school. Send replies to: Box 5696 D, 


J.A.M.A., March 29, 1958 


APPROVED THORACIC SURGICAL RESIDENCY 
program at Medical College of Georgia Medica] Center; 
openings at first and second year positions, beginning 
July 1, 1958 at salaries $5,000 and $7,000; graduates of 
approved schools preferred. Apply: Rubert G Ellison, 
MD, Chief, Division Thoracic Surgery, Medical College 
of Georgia, Augusta, Georgia D 


RESIDENCY IN INTERNAL MEDICINE—APPROVED 
250 bed general hospital+* in San Francisco; three 
year approval; large outpatient department and clinic 
service; stipend $325 per month first year; plus main- 
tenance. Contact: rational Committee, St. Luke's 
Hospital, 1580 Valencia Street, San Francisco, Ca}- 
ifornia dD 


ANESTHESIOLOGY RESIDENCIES APPROVED 2 
year active teaching program oa unusually wide clin 
ical experience; opportunities for clinical, teaching and 
research appointments in hospital*+ and medical col 
lege after completion of training. Write: ¢ ) Land 
messe1, MD, Director of Anesthesiology, Albany Medi 
cal Center, Albany, New York dD 


APPROVED INTERNSHIPS—ONE YEAR 
Internship fey f 1958; 684 bed county hospital* + 
near New York City exceptional educational opportu - 
nity; only applicants of approved medical schools will be 
considered; stipena $100 monthly plus complete main- 
tenance. Apply: Bergen Pines County Hospital, Para- 
mus, New Jersey. 


RADIOLOGY RESIDENCY 
year level; starting July 1, 
pitals; second year stipend, 


SECOND OR THIRD 
1958 in medical college hos 
$4,000; third year $5,000; 


program has three year approval; indicate training in 
diagnosis, therapy and patho! Apply Rh. Wight, 
MD, Chairman, Department Radiology, Medica 
College of Georgia Augusta, Georgia D 


WANTED—RESIDENTS FOR TWO YEAR APPROVED 
program in internal medicine; salary $7 200 pe 
month and maintenance; depending on qualifications 
500 bed, modern, chronic disease hospital Apply 
Superintend: nt, St Sarnabas Hospital*+, New Yorh 
57, New York Db 


EXCELLENT APPROVED RESIDENCY IN 
thesiology available at Adminis 
pital+, Denver, Colorado; affliated Col 
sity School of Medici ne; salary $2,840; citizenship re 
quired. Dr J. Rachiele, Director, Professional 
Services. 


ROTATING INTERNSHIP — APPROVED 250 BED 
general hospital*+ in San _ Francisco with active 
teachi ng service stipend in ite 
nance one ants must for Cali li 
cens act: Educati St. I Tos 
pital, 1580 Valencia Street, San Francisco, Cz ywnia. D 

APPROVED OR 2 YEAR GENERAL PRA‘ 
residencies in 450 bed municipal hospital 


July Ist; teaching program under full time d 

medical education; stipend $2,600; full ntenan 
and uniforms. Reply to: Educational Direc Worces 
ter City Hospital*+, Worcester, Massachusetts I 


SURGICAL RESIDENCY—SECOND YEAR APPOINT 
ment surgical residency; fully approved four yea 11 
gram; available due to unforeseen circumstances 
Address: W. P. Shelly, MD, Director of Medica 
Edueation, St. Alexis Hospital, 5163 Broadway, Clev 
land 27, Ohio D 


WANTED INTERN; $190; FULL MAINTENANCE, 


ward, room laundry, uniforms; y 1, 1958; 155 bec i 
general hospital* + approved AMA alse ippr 
cancer clinic; training school nurses Addre 
Medical Director, Kanawha V Abe Hosp 1014 Vir 
ginia Street, E., Charleston 1, West Virgini a D 


PATHOLOGY-—4 YE AR AP r ROY F 


anatoly and 


RESIDENCY IN 
program, pathologic 


affiliated with Baylor University College Medicin 
Houston, Texas; stipend $2,840 to $3,550; citizenshiy 
required. Bela Halpert, MD, Veterans Administratic 
Hospital, Houston 1, Texas D 

2ND-3R D YEAR INTERNAL RESIDENCY 
avi ailable ar Roard a! bed Ohio hos 
pital racials K ommunity; graduates f 
approved vols $250 $400 per tipend 
Box 5539 D, % AMA 


PATHOLOGY AND 
hospital affiliated with two medi 

program; available Juls 
Laboratories, 
) 


PEDIATRIC, 
residency in 
hools ; 

1958 
Hospit al, 


INTERNS WITH 
modern progressive, general voluntary hospital; 
is particularly active; maintenance 
Adelphi Hospital, 50 Greene Avenue, 
York 


SENIOR RESIDENT-—-IN 3 YEAR APPROVED PRO 
gram; adequate number service patients for operative 
experience; also vacancy for first year resident in same 
program. City Memorial Hospital, Winston-Salem, 
North Carolina D 


GENERAL ROTATING RESIDENCY AVAILABLE IM 
mediately 116 bed 20 bassinet general hospital, ap 
proved by Joint Commission on Accreditation of os 
pital; salary $400 month. Apply: St. Francis Hospital 
Wilmington, Delaware dD 


RESIDENTS IN 


ct 
Washington D. 
WANTED—160 BED 


surgery 


EXPERIENCE 


BOARD 
in current year and for 


RADIOLOGY APPROVE! 


available 


program, positions 
July 1, 1958. For full particulars write Department of 
Medical and Surgical Care, 


Charity Hospital*+, New 
D 


Orleans, Louisiana 


an STHESIOLOGIST RESIDENTS—-APPROVED TWO 
year active teaching clinical program ; available July Ist, 
1958. Peal H. Lorhan, MD, University of Kansas Med 
ical Center*+, Kansas City, Kansas Dd 


PATHOLOGY RESIDENCY—AVAILABLE IN 500 BED 
Ohio hospital*+; four year Board approved training 
proeram rapidly enlarging community. Box 5527 
Yo AN 


INTERNS—JULY 1; HAVING HAD ROTATING IN 
ternship for 162 bed hospital; $400 per month and 
full maintenance. Apply: Administrator, Horton Me 
morial Hospital, Middletown, New York. D 


INTERN WANTED—ROTATING PROGRAM; SALARY 
$200 monthly plus room, laundry and uniforms; new 


modern hospital; foreign interns accepted. Apply: 
Lourdes Hospital, Binghamton, New York. dD 
‘ (Continued on page 110) 
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Relieved of symptoms but still alert... 
is the patient for whom you prescribe 


for “‘...effective control of allergic 
symptoms with 
little risk of sedation..." 


CLISTIN dosage forms: 

Tablets Clistin, 4 mg. 

Tablets Clistin R-A (Repeat Action 
Tablets Clistin, 8 mg.) 

Elixir Clistin, 4 mg. per 5 cc. 


1. Johnson, H. J., Jr.: Am. Pract. & Digest. 
Treat. 5:862 (Nov.) 1954. 

2. Beale, H. D.; Rawling, F. F. A., and 

Figley, K. D.:'J. Allergy 25:52i (N. v.) 1954. 


CLISTIN 


Carbinoxamine Maleate 


A “...potent antihistaminic drug with only weak 
sedative properties...’* Clistin is right 


...for the patient who must remain wide awake 
and on the job in spite of his allergy 


...for the very young allergy sufferer 
...for ALL your allergy patients 


| McNEIL | 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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prevent 


vomiting, 


BONAMINE for 


nausea and vomiting 


of pregnancy 


Especially effective in 
“‘morning sickness’’ and in 
hyperemesis gravidarum. ' 


BONAMINE for 
motion sickness 


The only motion-sickness 
preventive effective 
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longest duration of action BRAND OF MECLIZINE HYDROCHLORIDE 
effective in minutes notably 
Sree of significant side effects 


in a single daily dose.* 


.BONAMINE for 
vertigo in 
geriatric patients 


Recommended for control 
of dizziness in cardio- 
vascular disease, cerebral 
arteriosclerosis, central 
nervous system disease.’ 


Bonamine is also valuable 
in controlling vertigo, 
nausea and vomiting 
associated with radiation 
therapy, infections and 
toxicoses, drug toxicity, 

the postoperative state, 

and other conditions 
associated with labyrinthine 
disturbances. 


Supplied: Scored, tasteless tablets, 25 mg.; 
and mint-fiavored, candy-coated chewing 
tablets, 25 mg. 

1. Semmens; J. P.: Obst. > a. 9:586 
ay 1957. 2. Conner, P. K., and Moyer, 
c. i Geriatrics 2:110 (March) 1966. 


“Trademark PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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Miltown therapy resulted in complete 
relief from symptoms in 88% of pregnant 
women complaining of insomnia, anxiety, 
and emotional upsets. * 

Miltown (usual dosage: 400 mg. q.i.d.) 
relaxes both mind and muscle and alle- 
viates somatic symptoms of anxiety, 
tension, and fear. 

Miltown therapy does not affect the 


& autonomic nervous system and can be 
} OW Th ; used with safety throughout pregnancy.* 
THE TRANQUILIZER WITH MUSCLE-RELAXANT ACTION 


Be lafsky, H. we Bre slow, S. and Shangold, 
J. E.: Meprobamate in pregnancy. Obst. 
WALLACE LABORATORIES, New Brunaiviek, N. J. } & Gynec. 9:703, June 1957. 
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first thought for high en 
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Control | Placebo | Seipasil 


i. shows actual response to Serpasil 
in a patient with benign essential hypertension (data on request). 
Consider Serpasil® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and thus minimize 
side effects of other antihypertensives. CIBA 
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NOW—in arthritis and allied disorders a new form 


BUTAZOLIDIN 


Provides the potent anti-inflammatory, analgesic and antipyretic action of BUTAZOLIDIN plus an 
added antacid-antispasmodic effect for the benefit of patients with gastric sensitivity. 


nonhormonal - anti-inflammatory anti-arthritic 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send for detailed literature 
before instituting therapy. 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magne- 
sium trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 


4 
capsules 
{ 


not an amphetamine, but an oxazine 


specifically for weight reduction 


(brand of phenmetrazine hydrochloride) ti 


other appetite suppressants ae 
| ‘facilitates the treatment of oll | 


Be 
| 
nically and pharmacologically different from amphetamine, PRELUDIN is a potent appetite 
the problems of reducing ~PRELUDIN produces satisfactory weight Ic 
Hence, PRELUDIN can often be admin. 
une 37, 1957. (2) Natenshon, A. L.: Am, Pract. & Digest 7.1456, 6. (3) Gelvin, P.; McGavack, T..H., and Kenig 4 
$m: Digest. Dis, 1155, 1956. Hot, Daas 42497, 485615) Ressler 165195 
PRELUDIN® (brand, of phenmetrazine hydrochloride), Scored, vafer-pink tablets of 25 m Under license from 


help normalize prothrombin time before surgery 


“has a more prompt, more potent and more 
prolonged effect than the vitamin K analogues’’* 


MEPHYTON 


VITAMIN Kj 


Reduce the hazard of hemorrhage due to hypoprothrombinemia during 

or after surgery: tonsillectomy, obstetrical and gynecological procedures, 
surgery of the newborn (especially prematures), neurosurgery, thoracic 
surgery, intestinal surgery, biliary tract surgery, rhinoplasty, surgery in any 
highly vascular area. 

Especially indicated in patients with obstructive jaundice, or when prothrombin 
level is depressed following administration of anticoagulants, barbiturates, 
salicylates, antibiotics, sulfonamides, or phenylbutazone. Can also 

be used postoperatively to combat hemorrhage due to hypoprothrombinemia. 


Dosage: Surgery—up to 50 mg. orally at least 24 hours preoperatively or up 
to 50 mg. intravenously at least 12 hours preoperatively to restore prothrom- 
bin to safer jevels. 

Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each 1-cc. ampul contains 
50 mg., boxes of 6 ampuls. 


> MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Mephyton is a trade-mark of MERCK & CO.. inc 


*Council on Pharmacy and Chemistry: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, 


i 
| 

“a 
of 
‘A 
pe 
£ 
? 


108 


} 
4 
: 


J.A.M.A., March 29, 1958 


SUD LB 


by E. K. H. 


Two female cannibals were discussing their mari- 
tal problems. 

“I simply don’t know what to make of my hus- 
band these days,” said one. 

“Well,” said her friend, “why don't I just send you 
over my new book of recipes?” 

“Madam,” said the judge severely, “you are 
charged with creeping into your husband’s room 
and shooting him with a bow and arrow. Will you 
now tell the jury your reason?” 

“Yes, your honor,” was the reply. “I didn’t want 
to wake the children.” 

Sam Levenson went to a friend’s wedding the 
other day and reports that at one point in the 
ceremony the minister declared: 

“If there is anyone here who knows why these 
two should not be joined in wedlock let him speak 
now or forever hold his peace.” 

“I want to say something!” cried a loud voice. 

“You keep out of this,” snapped the minister. 
“You're the groom!” 

The new little pupil dashed away from a group 
at recess and ran toward the new teacher. 

“Hello there,” she said, smiling warmly. The 
child gazed at her in awe. 

“Well,” said the teacher after a moment, “is there 
anything I can do for you?” 

The boy looked embarrassed. “W-would you 
smile again?” he asked. 

The teacher blushed slightly, then turned on her 
brightest smile. 

“They're right, you do!” shouted the delighted 
boy. “You look just like a chipmunk!” 

e 

The judge looked down at the culprit standing 
before the bar. 

“You are charged,” he said sternly, “with throw- 
ing your wife out of a four-story window. Guilty 
or not guilty?” 

“Guilty, I guess, yer honor. I’m afraid I had just 
a wee drop too much to drink.” 

“That’s no excuse,” snapped the judge. “You 
might have hit somebody on the head! That will 
be $25!” 


Bob Hope, on his recent appearance before Air 
Force troops in Alaska, addressed them with: 

“Boys, I bring you greetings from the States. I 
would also biing you greetings from the President, 
but that’s what got you here in the first place.” 

Two nice plumpish matrons dropped into one of 
the numerous health food shops for a spot of diet 
luncheon. 

As they were dipping into their greens one of 
the ladies gave a shriek. 

“Eek!” she cried. “Look—there’s something mov- 
ing in my salad!” 

Her friend peeked in the bowl. “Why, Mary,” she 
scoffed. “A tiny thing like that couldn’t be more 

_ than 10 calories at the very most!” 

“Upsy-daisy,” coo’d the sweet little old lady, 
picking up a little boy who had just fallen off his 
tricycle. 

“Upsy-daisy, my foot,” snapped the modern 
youngster. “I think I just cracked my sacroiliac!” 


“I guess we've cured him of that mother complex!” 
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iron-deficiency anemia is common... Dili’ 


“The surprising thing is the number of people at the present time with 
{iron-deficiency anemia], sufficient to interfere with their health and 
efficiency, in whom it is not recognized and not treated.” 

— Youmans, J.B.: New England J. Med. 234:773. 


A decrease in hemoglobin concentration of only 10 or 15% from normal is 

frequently sufficient to produce a definite asthenia, easy fatigue and 

a high susceptibility to infection in an individual otherwise considered well. 
—Paegel, B.A., and Ross, J.F.: M. Clin. North America 30:1042. 


In such patients just three or four ‘Feosol’ Tablets daily should produce 
a rise in hemoglobin which often averages 1% per day—and a satisfactory 
reticulocyte response in one week. 


1 () | Ferrous sulfate exsiccated—standard therapy 
in simple iron-deficiency anemias 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 


109 
&4 
& 
‘ 
Never normal 
| 


hospital; 
University 
seminar 
$3,550; caree 


MD, Departr 
Virginia* +, 


AVAILABLE 
dency 
and 
medical schoc 


RADIOLOGIST 
June, July, 
fishing; office 
car provided, 

AMA 


RESIDENCIES 


(Continued from page 


lege 


program ; 


ns Administration 


PATHOLOGY FELLOWSHLP 
two or more years of pathology training; 
per year plus room and board. 


nent 


Richmond, 


PSYCHIATRY ; 


$5,915 to $8,990 


102) 


Medicine ; 
annual stipend 
Write: } 


Hlospital, Houston, 


Apply 


of Pathology, Medical 


Virginia. 


well rounded clinic 


BED GENERAL 


three year approved program; affiliated Baylor 
al and 


FOR RESIDENT WITH 
stipe $3,600 


L. Apperly, 
of 


IMMEDIATELY — APPROVED RESI- 


1. Send replies to: 
GENERAL SURGERY 
500 


Box 


RESIDENCY 


LOCUM TENENS WANTED 


hospital* + 
5488 D, 9 


for Board Certification in pathological anatomy 
pathology at a university 


and 


AMA. 


approval; yet Ohio hospital* +; rapidly 
community raduates of approved sc hools only. 
swer: Box 5526 D. % AMA. 


4 YEAR BOARD 
enlarging 


An- 


CERTIFIED OR BOARD QUALIFIED; 


August; 


and 


Write 


Rock 
hospital practice; 
particulars first letter. 


Box 


Mountain area; golfing and 
substantial 


fee; 


5615 € 


WANTED—RADIOLOGIST FOR LOCUM TENENS IN 


Ohio, Lake Erie area; pleasant summer surroundings 
months of June, Jul and August, 1958; or any part of 
this period. Box 5626 G, % AMA. 


WANTED—PHYSICIAN FOR LOCUM TENENS IN AN 
industrial office. 200 Republic Building, Cleveland, 
Ohio. G 


SITUATIONS WANTED 
MEDICAL DIRECTORSHIP, PHARMA 


(ethical) or similar position in indus 


WANTED: 


ceutical company 


try, insurance, or medical administration, requiring 
demonstrated administrative and editorial ability; 10 
years, executive Vice-President, deputy director and 


National Medical Director, very important Nationa! 
Council and medical association; has fulfilled obliga 
tion to organize association to its present prestige; out 
standing nationally-known specialist with impressive 
record of achievement; Diplomate, Preventive Medicine 
& Public Health. Woodward Medical Bureau, 185 N 
Wabash, Chicago 1. I 


ORTHOPEDIC SURGEON—BOARD QUALIFIED; DE- 
sires change of location; age 38; married; veteran 
World ar 11; university trained; eight years of very 
successful private practice: partnership-type association 
preferred; details first letter. Box 5729 1, % A 


OPHTHALMOLOGIST—CERTIFIED; EARLY FIFTIES; 
wishes association as office ophthalmologist” “8 surgi 
cal assistant; west preferred ON 1. % AMA 


i. MLA., March 29, 1958 


WANTED MORE OP EXPERIENCE; GRAD 
uate Class <A chool completing four vears well 
rounded surgical resideney nciuding thoracic; eastern 
university hospital: mon iven; i ied excellent 
references; available Ju 5724 1, AMA 


ANESTHESIOLOGIST—-AGE 42: GRADUATE LEAD- 


ing Canadian medical school; completing residency at 
large medical center New York City: seeks opening 
private practice or group practice anesthesiology: north- 
eastern states preferre Box 5728 1, “> AMA. 

SURGRON AGE 34; MD; MARRIED; 
family; category IV; tes excellent 
dency June L958; ext aumatic, fracture and 
general experiong bijective, private pract 
solo, partnershi, wo group. Box 5448 I AMA 

1F IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physicians for privs-e practice, 
industry or public health. please write tor recommen- 
dations Woodward Medical Personnel Bureau, (85 N. 
Wabash, Ciieago. 

ANESTH ESIOLAG IST Hi; CANADIAN GRAD 
uate; Wishe hea n maller 
hospital pre Lortheust ; cal Board; 
Cana tian ation National Boards; Now 
license ipervisery experience. Box 5707 I AMA 

HUSBAND AND WIFF—17; BOTH NOW BOARD 
Qualified in psychiatry: licensed in New York: both 
originally in general medical practice: children at col- 
lege; desire interesting position together. Box 5719 I, 
Se AMA, 

TEAM SURGHON- INTERNIST BOARD 
wife surgeon; training teaching: hospital; availabl 
cember; hushand internist available now Xtra t ‘a ng 
metabolic and endocrine; solo or elinic. Bo 5730 I, 
% AM 


RADIOLOGIST—32; CERTIFIED DIAGNOSTIC AND 


therapeutic radiology: university trained; isotope ex- 
perience: desire location in South or Southwest. Box 
5720 1, “o AMA. 

PEDIATRICIAN PAMILY; HAVE BOARDS; 
tired of big city; desire good climate and recreational 
facilities in Pa northwest; association solo if 
pediatrician needed in ea. Box 5716 1 AMA 

WANTED ASSOUCLATION IN GENERAL SURGERY; 
Part I; American Boards; age 30; married; California 
license; desire location in Southern California or Flor 
ida. Box 5714 1 AMA 


PEDIATRICIAN — TWENTY YEARS EXPERIENCE: 
rties: family: interested in preparatory or college 
health program which coutd include teaching; prefer- 
ably east or south. Box 5718 !, % AMA 
DERM ATOLOG IST al; UNIVERSITY TRAINED; 
El ( vy IV Calif ice 


ate tia eens 
‘ ul n n Cal 
AMA 
PATHOLOGY I; MARRIED; FOR RIGN G 
ate; exchange visitor completing 
logic anatomy desires Ord yvea posi tion in PA st art ng 
in approved program. Write Box 5686 


July 1, 1958, 
% AMA 


CARDIOLOGIST. INTERNIST. 37; 


practice; internal medicine and fe ca uy Har- 
F research aviation cardiology nterest “dl n full 
insurance; research or academic fleld Tox 

5687 I, “% AMA 

BOARD SURGEON SEEKS ASSOCIATION WITH 
group or r r specialist; trained, 
experienc ecology thdominal and 
chest; prefer ; Wish congenial atmos 
phere. 

INTERNIST CERTIFIED; 25; FAMILY EXPERI 
enced director of medical education; teac ling; admin 
istration; practice; military service completed; special 
training psychiatry; research; desires challeng 
ing « xpensive. Box 5138 1, % AMA 

BOARD CERTIFIED GENERAL SURGEON BOARD 
qualified thoracic surgeon; years residency: 
married; military service licensed in Ce 
fornia, Minnesota and Ohio; availah!te July, 1958 
5284 1, % AMA 

ANESTHESIOLOGIST — BOARD CERTIFIED; 12 


last & years Chief of approved depart- 


years experience; 
prefer organize or head 


ment in large general hospital: 


department; teaching experience; best recommenda- 
tions. Box 5599 1, “o AMA. 

AVAILABLE--AMERICAN BOARD SPECIALISTS TO 
head departments. join groups, ete.; physicians for pri 
vate practice, assistants or assoc s, industry, public 
health. Please write tor recommendations. Shay Medica 
Agency, 55 E. Washington, Chicago. I 


INTERNIST CERTIFIED; UNIVERSITY 
trained; currently on faculty of medic 1 school; has had 
experience in private practice and industrial medicine 
desires assomation with hospital, clinic; military service 
completed. Box 4858 I, * 1A 


WELL TRAINED THORACIC SURGEON AVAILABI 
January Ist; three years’ training; generai surgery: 
urs’ training, thoracie surgery, teaching hospitals 
al Bureau, SBurneice Larson, Director, 900 North 
Michigan Avenue, Chicago ] 
OBSTETRICIAN GYNECOLOGIST BOARD ELI 
gible; university trained; practice experience: desire 
opening; excellent training; references; consider any 
location; various licensure. Box 5597 I, % AMA 
ANESTHESIOLOGIST — BOARD ELIGIBLE; 31; | 


of University Medical Center ; 


year on teaching facult 
practice on fee for service 


desires to enter private 
basis. Box 5657 1, “eo AMA 


INTERNIST 31; BOARD ELIGIBLE; 
hospital trained; desires location to practice 
ciation with group in Florida. Box 5681 I, 9% 


WELL TRAINED; BOARD 
desires location for practice 
Box 5475 1, % AMA 
CERTIFIED R AND ISOTOPES; 
to relocate; available soon 


UNIVERSITY 
or asso 


AMA 


GENERAL SURGEON 
Certified; 32; family; 
associate or independent 


as 


AGE 


RADIOL OG IST 
Box 


desires 
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“Eliminate PINWORMS IN ONE WEEK 
~ROUNDWORMS IN ONE OR. 
‘ANTEP. SYRUP Citrate, 100 mg. perce. 
‘ANTEPAR’ TABLETS - Piperazine Citrate. 250 or a 
_ ‘ANTEPAR’ WAFERS — Piperazine Phosphate. 500 mg./ 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe,N.Y. 
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Protein... of excellent quality 
Energy ... readily available 


B vitamins... high in proportion 
to calories 


Minerals... especially iron and 
calcium 


is basic, 

integral, compatible in most all diets 
in health and disease...regardless 

of dietary adjustment needed. Its 


fat content is minimal. 


AMERICAN BAKERS ASSOCIATION 
20 North Wacker Drive . Chicago 6, Illinois 
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when you encounter 


respiratory infections 

* gastrointestinal 
infections 

* genitourinary 
infections 


* miscellaneous 
infections 


for all 
tetracycline-amenable infections, 

prescribe 
pharmacodynamically superior 


Squibb Tetracycline Phosphate Complex 


SQUIBB 


Squibb Quality— 
the Priceless Ingredient 


In your patients, SUMYCIN produces: 


lL, Superior initial tetracycline blood levels—faster and higher 
than ever before—assuring fast transport of adequate tetra- 
cycline to the site of the infection. 


2. High degree of freedom from annoying or therapy-inter- 
rupting side effects. 
Tetracycline phosphate 
complex equiv. to 

Supply: tetracycline HCl (mg.) Packaging: 
Sumycin Capsules (per Capsule) Bottles of 16 and 100 
Sumycin Suspension (per 5 cc.) 2 oz. bottles 
Sumycin Pediatric Drops 10 ce. dropper bottles 
(per cc.—20 drops) 


*‘SUMYCIN® IS A SQUIBS TRADEMARK 
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Medrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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SPECIFICALLY 
for petit mal 


NTIN | 
SODIUM 


PARKE DAVIS &CO 


« ip 


¢ 


*-PARKE, DAVIS 


and psychomotor seizures 


KAPSEALS 


PHELANTIN 


CELONTIN 


KAPSEALS 


CELONTIN 


METHSUXIMIDE* 
law 
probibits dispensing 
without prescr 
© & Patent 
ON. methy! alpha siphe- 
Stock 15-525-4 


(methsuximide, Parke-Davis) 


(100 Ne. 383) 


KAPSEALS 


MILONTIN® 


& COMPANY 


é 


| 

— 

PARKE. DAVIS & CO an - 

DAKE DAVIS PARKE DAVIS & 

| 
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Clinical experience!.?.> indicates that CELONTIN: 

+ provides effective control with minimal side effects in the treatment of 
petit mal and psychomotor epilepsy; 

+ frequently checks seizures in patients refractory to other medications; 

*has not been observed to increase incidence or severity of grand mal 
attacks in patients with combined petit and grand mal seizures. 
Optimal dosage of CELONTIN should be determined by individual 
needs of each patient. A suggested dosage schedule is one 0.3 Gm. 
Kapseal daily for the first week. If required, dosage may be increased 
thereafter at weekly intervals, by one Kapseal per day for three weeks, 
to maximum total daily dosage of four Kapseals (1.2 Gm.). 
1. Zimmerman, F. T., and Burgemeister, B.: Arch. Neurol. & Psychiat. 72:720, 1954. 


2. Zimmerman, F T., and Burgemeister, B.: J.A.M.A. 157:1194, 1955. 
3. Zimmerman, FE T.: Arch. Neurol. & Psychiat. 76:65, 1956. 


Bs, 


the Parke-Davis family of anti-epileptics provides specificity 
and flexibility in treatment for convulsive disorders 
for grand mal and psychomotor seizures 

DILANTIN® Sodium (diphenylhydantoin sodium, Parke-Davis) is supplied in a variety of 


forms —including Kapseals® of 0.03 Gm. and of 0.1 Gm. in bottles of 100 
and 1,000. 


PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.), bottles of 100. 


for the petit mal triad 
CELONTIN® Kapseals (methsuximide, Parke-Davis), 0.3 Gm., bottles of 100, 


MILONTIN® Kapseals (phensuximide, Parke-Davis), 0.5 Gm., bottles of 100 and 1,000. 
MILONTIN Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


DETROIT 32, MICHIGAN 
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(Continued from page 110) 
PROFESSIONAL AND TECHNICAL AIDES 


WANTED—TECHNICIANS: (a) 
fully apprv’d vol 300 
city; MW. (b) new, well equip’d gen 
hsp 100 bds; $4200; resort Aq Carolinas. (ce) LA 
XRAY TECH: 6-dr clin; own modern bidg; $4800; 
coll twn; NW. (d) MED TECH; outstand’g Ige ve 
hsp; to $3900; excel loca; ige city, So. (e) CHI 
XRAY TECH; pref exp'’d teach’g; vol gen hsp 400 
bds; impor univ ctr; MW. (f) MED TECHS; 
elig Calif; 250 bd gen hsp; to 
area. (g) ED TECH: air-cond lab supv by board 
path, {4 techs As 130 bd Jee hsp; to $5100; Chgo 
suburb. (h) HISTOLOGY TECH; 
by 2 path serv’g sev hsps in area; 

CHIEF MED TECH: supv 8 in lab, 200 bd vol 
gen hsp; min $5400, cali if desired; San Francisco 
vicin. (j) BIOCHEM: M. S.; expand’g dept, hsp soon 
to be over 50. bds; apprv'd tech sch: to $7200; city 

150,000; . Woodward Medicai’ Bureau, Ann 

Woodward, Director, 185 N. Wabash, Chicago. L 


CHIEF MED TECH; 
bds; $5700; Ige indus 


ORTHOPTIC TECHNICIAN--FOR PRIVATE OFFICE; 
mid-eastern United States; city of 80,000; foreign 
training considered. Box 5715 L, % 


WANTED LABORATORY TECHNICIANS; REGIS- 
tered or eligible for ASCP registry; for 250 bed general 
hospital: salary dependent on experience and training. 
Write: Pethologist, St. Joseph Hospital. Lorain, Ohio. L 


PRACTICES FOR SALE 


CALIFORNIA—LARGE GENERAL PRACTICE IN CITY 
of 80,000; | hour from Los Angeles; no down necessary 
leaving to specialize. S. Samuels, MD, 1389 D Street, 
San Bernardino, California. P 

CALIFORNIA—ACTIVE; GENERAL 


PRACTICE; 25 
miles east of San Francisco; grossing $36,000; ¢ 


attrac- 


tive, new completely equipped office; fast growing area; 
open hospitals; terms to suit. Box 5596 P, 3 AMA. 
GEORGIA—ESTABLISHED EYE EAR NOSE AND 
Throat practice; late Dr. George Tracy Olmstead in 
Savannah; office completely equipped; files dating back 
forty years; will insure inunediate returns; terms 
Mrs. George T. Olmstead, 333 East 45th Street, Savan- 
nah P 


— MEDICAL PRACTICE; THRIV- 
ing town; 14,000: southeast; office-home combination 
with all conveniences; large lot; strategically located; 
central air-conditioning and heat terms to suit; avail- 
able July Ist. Box 5711 P, % AMA 


ILLINOIS GENERAL PRACTICE; EASTERN ILLI- 
nois; city 50,000; hospitals open; will introduce; pa- 
tient load and office facilities would re adily sus tain 2 
physicians; a single Seuaitieee would gross $30,000 
first vear; reason for leaving marital; in og for 
purchase of out of state practice. Box 5618 P, AMA 


ILLINOIS — LARGE WELL ESTABLISHED 
practice; west central; county seat town of 3,000; agri- 
cultural county; grossed $50,000 annually; 8 room 
suite; fully equipped; terms; desire to sell practice, 

building. Box 5668 P, % AMA. 


ILLINOIS — VILLAGE 1,000 POPULATION; UNOP. 
posed rural practice; low overhead; 1957 grossed 
$26,250; with obstetrics estimate gross $40,000; fifteen 
room modern office; rent $25; records and en 
$5,000; house optional $17,000. Box 5636 P, AMA. 


ACTIVE 


INDIANA—NORTHEAST »» LAKES REGION; YOUNG 
internist to take over established practice in new 9 
room stone building; preferably by June Ist; Picker 


Century X-ray with fluoroscope; gross over $45, 000 in 


city 17,000; county 30,000; only internist; very reason- 
able lease as only expense. Box 5675 P, % AMA. 

MICHIGAN — GENERAL PRACTITIONER TO TAKE 
over thriving practice city of 175,000 northeast section 
state; reasonably priced new equipment including x- 
ray; receptionist will remain; will stay to introduce; 
cash or terms. Box 5633 P, % AMA. 


PRACTICE ESTAB- 
all equipmen house- 
25 minutes; no charge for 
fishing, boating. Box 5727 


HAMPSHIRE GENERAL 

10 years in small town; 
available; new hospital 
excellent hunting, 
A. 


NEW 
lished 
office 
P, % AM 

NEW JERSEY 
with equipped office 


PROSPEROUS GENERAL TRACTICE 

can be purchased with no money 
down; after three year lease the practice yours ; 
located in country town of less than 2,000 in beautiful 
Somerset Hills Area; scenic twenty minute drive to 
hospital. Reply: Box 5502 P, % AMA. 

NEW YORK — ACTIVE GENERAL PRACTICE; ST. 
Lawrence Seaway area; fully equipped office suite in 
building with established dentist; nothing to buy; just 
pay rent; open staff hospital Box 5726 P, % AMA. 


NEW YORK—PEDIATRIC AND ALLERGY PRACTICE; 
western part of state; population 100,000; will intro 
duce; equipped office for rent; available July, 1958; 
Board Eligible preferred. Box P, % AMA 


OHIO—-FOR SALE; COMPLETELY 
fice; surgical records for past thirty 
only for le; large industrial city 
Box 5533 P, % AMA 

OHIO—FOR SALE; ACTIVE GENERAL PRACTICE IN 
Canton; with surgical privilexe owner leaving city; 
terms may be arranged. Box 5643 P, % AMA 


PENNSYLVANIA -30 MILES FROM PHILADELPHIA; 
90 from New York in small town surrounded by many 
others; home and off e built by physician; beautiful 
lawn snd lot; accrediteu hospital one mile. Box 5640 P, 
Yo AMA. 


Is 


EQUIPPED OF- 
ye ; equipment 
in northwest Ohio. 


PENNSYLVANIA—COMPLETELY FURNISHED AIR- 
conditioned office; selling to liquidate estate of de- 
ceased doctor; Address inquiries to: Ida Friedman, 
Executrix, 11 Levick Street, Philadelphia, Pa, P 


PENNSYLVANIA UNOPPOSED GENERAL PRAC- 
tice in rural community ; 45 miles from Scranton; good 


hospital facilities: only, the property is involved; will 
introduce. Box 5€59 P, % AMA. 
APPARATUS ETC., FOR SALE 
FOR SALE—NEW CYSTOSCOVPE; 24 F McCARTHY 
Brownberger ACMI. Call: Buckingham 1-7290, Chicago, 
Illinois, before 12 noon Q 


BOOKS RECEIVED 


Books received by Tue JourNnav are acknowl- 
edged in this column. Selections will be made 
jor more extensive review in the interests of 
THE JOURNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


The Annual Survey of Psychoanalysis: A “om- 
prehensive Survey of Current Psychoanalytic 
Theory and Practice. Volume [V, 1953. Edited by 
John Frosch, M.D., and Nathaniel Ross, M.D. 
Lottie M. Maury, editorial assistant. Cloth. $i2 
Pp. 770. International Universities Press, 227 W- 
13th St., New York 11, 1957. 


Diabetes as a Way of Life. By T. S. Danowski, 
M.D., Renziehausen Professor of Research Medi- 
cine, University of Pittsburgh School of Medicine, 
Pittsburgh. Cloth. $3.50. Pp. 177, with 14 illustra- 
tions. Coward-McCann, Inc., 210 Madison Ave., 
New York 16; Longmans, Green & Company, 20 
Cranfield Rd., Toronto 16, Canada, 1957. 


The Medical and Veterinary Importance of 
Cockroaches. By Louis M. Roth and Edwin R. 
Willis. Smithsonian miscellaneous collections, vol- 
ume 134, number 10. Publication 4299. Paper. 
$1.25. Pp. 147 with 7 illustrations, Smithsonian 
Institution, Washington 25, D. C., 1957. 

El rinén [ectépico] pelviano en la mujer. Por 
Manuel Usandizaga, catedratico de obstetricia y 
ginecologia de la Facultad de medicina de Barce- 
lona. Cloth. Pp. 142, with 28 illustrations. Vergara 
Editorial, S. A., Paseo General Mola 9, Barcelona, 
Spain, n. d. 


Mycoses et champignons parasites de homme. 
Par M. Ansel, chef des travaux de parasitologie a 
la Faculté de médecine de Paris, Paris. Paper. 2500 
francs. Pp. 346, with 107 illustrations. Gaston 
Doin & Cie, 8 place de l'Odéon, Paris 6e, France, 
1957. 


[Forty Years of Soviet Public Health. Editor-in- 
chief: M. D. Kovrigina. Assistant editors: K. V. 
Maystrakh and M. V. Khomutov. In Russian.] 
Cloth. Pp. 662, with illustrations. Gosudarstvennoe 
izdatelstvo, Meditsinskoy  literatury, Moscow, 
U. S. S. R., 1957. 


Creatine and Creatinine Metabolism in Thyro- 
toxicosis and Hypothyroidism: A Clinical Study. 
By Bérje Kuhlbiick. Translated by Eva Palmgren. 
Acta med. scandinav., vol, 159, supp. 331. Paper. 
Pp. 70, with 12 illustrations. Acta medica scandi- 
navica, Stockholm K, Sweden, 1957. 


The Man on Your Back: A Preface to the Art of 
Living Without Producing in Modern Society. By 
Wyatt Marrs. [Freeloaders, spongers, and other 
parasites in modern society.] Cloth. $3.95. Pp. 
289. University of Oklahoma Press, Norman, 1958. 


nourrisson bien-portant ou 
Bibliothéque de thérapeu- 
3350 francs. Pp. 346. 

de l’Odéon, Paris 6e, 


Les régimes du 
malade. Par P. Delthil. 
tique médicale. Paper. 
G. Doin & Cie, 8 place 
France, 1957 


Folk Medicine: A Vermont Doctor's Guide to 
Good Health. By D. C. Jarvis, M.D. Cloth. $2.95. 
383 Madi- 


Pp. 182. Henry Holt & Company, Inc., 
son Ave., New York 17; George J. McLeod, Ltd., 
73 Bathurst St., Toronto 2B, Canada, 1958. 

The Quest for Identity. By Allen Wheelis. [The 
decline of superego and what is happening to 
American character as a result.] Cloth. $3.95. 
Pp. 250. W. W. Nortoa & Company, Inc., 55 Fifth 
Ave., New York 3, 1958. 


[Pharmacotherapie. By Dr. med. Georgi Arnau- 


dov. In Russian. Third edition.] Cloth. Pp. 1026. 
Drzchavno izdatelstvo, Meditsina y phizkultura; 


[the author, ul. Stalin 37], Sofia, Bulgaria, 1957. 

Don’t Let Smoking Kill You. By Clarence W. 
Lieb, M.D. Paper. 75 cents. Pp. 128, with illustra- 
tions. Bonus Books, Inc., 122 E. 42nd St., New 
York 17, 1957. 


Audiology: Principles and Practice. By Hayes A. 
Newby. Cloth. $6. Pp. 342, with illustrations. Ap- 
pleton-Century-Crofts, Inc., 35 W. 32nd St., New 
York 1, 1958. 


J.A.M.A., March 29, 1958 


DUE TO ILL HEALTH I HAVE B all FORCED TO 
discontinue my practice; because of large indus 
trial practice my office was set up to tak of mos 
any emergency; X-ray. diathermy, large 4 f in 
struments, treatment and examining tables, eve, eat 
rose and throat treatment table; drugs, office yuip 
ment. $25,000 value for $5,000; terms arranged; ideal 
set-up for doctor in small town or outlying district wh 
must take care of emergencies. Gerald H. Castle, MD, 
724 Oak Street, Cincinnati, Ohio Q 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiograph equipment: available at 
all district offices; United States and Canada: deal 
directly with factory organization: all sales and service 
personnel factory-trained; prices includé installation 
and opearting instructions. Write to: -3, eneral 
aieetrie Company, X-ray Department, 4855 Electric 
Ave., Milwaukee |, Wisconsin Q 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y. 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 
ments; availa*le for physician, hospital, or laboratories. 
Harry Wells, 400 E. 59th St., New York 22. New York. Q 

LARGEST STOCK OF USED-RECONDITIONED AND 
surplus x-ray equipment in America; all makes and 


models of diagnostic and therapy uni de liver oa 
Stalled, guaranteed and serviced. Write for ails of 
new deferred payment plan and new acces Y pric 
list: The Kramer X-Ray © ompany, Inc., forme arly Med 
ical Salvage Co., Inc., 217 E trd Street, New York 
10, New York Q 


FOR RENT 
IN NEW MEDICAL 


BUILDING 


SUITE FOR LEASE 


in West Covina; serving large suburban area 20 miles 
east of Angeles; desire general practitioner; pedia 
trician, ; or GU or ENT; Dermatologist if possible 
seven i in unrelated fields and 4 dentists 
present vediatrician willing to help new pedi atrician in 
I AMA 


starting; two months free rent tox 5702 


ARCADIA AREA; ONE SUITE LEFT 
other suites occupied by 
across 


CALIFORNIA 
in modern medic: al building; 
pediatrician and brofessi onal pharmacy ; 


street from busy clinic and emergence hospital; will 
arrange terms to suit Knoll 9678 E Las Tunas, Temple 
City 


ARCHITECTURALLY DESIGNED MEDIC AL SUITES 
available—Individually airconditioned an heated ; 
planted patios; many extra features; ar nple parking 
Anaheim, California; population 91,000; MD's, : 
Owner, L. A. Mannes, 9602 Orange Avenue, Anaheim. 

FOR RENT-—CRANFORD, NEW JERSEY; NEW OF- 


suburban community ; 
or general practice. 


fices in modern medical building; 
excellent opportunity for specialty 
Call: Br 6-0090, 214 Walaut Avenue 


LABORATORY FOR SALE 
BEACH-—-OPPORTUNITY TO 

“i progressive clinical laboratory 
srowing town; excellent 


PURCHASE 
in medi 
potential. 


POMPANO 


printers 


imc 


PROFESSIONAL PRINTING COMPANY 
NEW HYOE PARK. N.Y 


RADIUM 


RADIUM—FOR ALL MEDICAL PURPOSES; BOUGHT 
sold, radium applicators, owned-directed by physician 
radiologist. Quincy -ray Radium Laboratories 
Quincy, Lilinois. Z 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVICE—NON 
commercial; manuscripts over 5000 words not accepted 
American Medical Writers’ Association, WCU Building 


Illinois 


PATIENTS’ RECORDS AND FILES 


Quincy, 


* FILES 


PROFESSIONAL PRINTING CO., INC 


NEW HYDE PARK, N. Y. 


CLINIC FOR SALE 


OCCUPIED PROFESSIONAL BUILDING; 
four suites, dentist, optometrist; two physici lab- 
oratory, X-ray; corner lot; 25,000 square fee tilding 
4,000 square feet; paved off street parking; rapidly 
growing coastal community: no agents. Write: San 
Luis Medical Clinic, 990 Pacific, San Luis Obispo, 
California. 


FOR SALE 


| 
| 
| 
} 
| | 
ISTACOUN 
| - ——— Files 
| 
| SS 
| 
| 
By 
| 
| 
Saas Box 5344 V, % AMA 
Bee PUBLISHERS AND PRINTERS 
ISTACOUN 
—— 
| 
| 
| 
| 
’ 
33 PRINTING * PATIENTS" | 
3 
BS 
& 
| 
iy 


Now... 
a most satisfactory anticoagulant’ 


effective in low oral dosage’ 


therapeutic hypoprothrombinemia rapidly 
achieved within 36 to 48 hours!*++ 


stable, uniform hypoprothrombinemia easily 
sustained with single, daily dose!*+ 


rapid reversal of action in case of overdosage 
or surgical emergency!” 


well 


References: 

(1) Neill, E. C.; Moon, R. Y., and Vander Veer, J. B.: 
Circulation 15:713, 1957. (2) Mayer, G. A., and 
Connell, W. F: Canad. M. A. J. 76:272 (Feb. 15) 1957. 
(3) Menéndez; C.; Almonte, J. C., and Ramos, C. N.: 
Angiology 8:182, 1957. (4) Johnson, R., and Chartier, 
Y.: Canad. M. A. J. 77:756, 1957. (5) Alexander, F; 
Koppel, J. L.; Arscott, P M., and Olwin, J. H.: A.M.A. 
Arch, Int. Med. 100:558, 1957. 


SintromM® (acenocoumarol cEIGY). Double-scored tab- 


lets of 4 mg., bottles of 50 tablets. 


Ardsley, New York 
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“DEPROL” specifically combats 

‘depression without masking 
it with euphoria. 
Disturbed sleep, a frequent 
manifestation of depression, 
is readily relieved without Se i O 
depressive aftereffects. 

““DEPROL” has proved so 
effective in cases of-severe 
depression that patients 
could often be spared 
electroshock therapy.* | 


« Relieves depression without 
euphoria—not a stimulant 

= Restores natural sleep 
without depressive 
aftereffects—not a hypnotic 


» Rapid onset of action ‘ 
# Side effects are minimal *Alexander, L.: Chemotherapy of depression— 
and easily eontrolled The use of meprobamate combined with 


2-diethylaminoethyl benzilate hydrochloride 


Composition: Each tablet (benactyzine). J-A.M.A., 166: 1019, Mar. 1, 1958 
contains 400 mg. meprobamate ; 
(2-methyl.2--propyl-1,3-propsnedio! dicarbamate) Literature and samples on request 


and 1 mg. benactyzine HCl 


(2-diethylaminoethy! benzilate hydrochioride} 


Average Adult Dose: 1 tablet q.i.d. (ff) WALLACE LABORATORIES, New Brunswick, N. J. 
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DOME CHEMICALS 


Samples and literature 
available on request. 


"Susceptibility te infection is widely 
held to be due to the removal of the antibacteriol 
‘acid mantle’ of the skin and its displacement by 
an abnormal ‘alkaline mantle’.”— Fabricant, N.D.: 
A.M. A. Arch. Otolaryn. 65:11, 1957. 


Supply—+s%, 1% and 2% hydrocortisone in either Creme 
(36 0z., 1 oz., 2 0z., 4 oz. tubes and 1 Ib. jars) or Lotion 


Incorporated 
in exclusive 
ACID MANTLE 
vehicle 


(34 02., 1 0z., 2 0z., 4 oz. squeeze bottles and pt. bottles). 


Dome Chemicals Inc. 


NEW YORK 23 + LOS ANGELES 46 + In Canada: 2765 Bates Road, Montreal 


COME TO YOU 


HAVE THE OTHER FELLOW 


A high-class man, specialist in his line, looking for an opening, 
wrote to THE JOURNAL—“I have been reading your ads a long 
time but I don’t find anybody advertising for anyone in my line.” 


It never occurred to him to take the initiative. When you really want action 
it pays to use a classified ad and have the other fellow come to you. 


suits from $85... jacket$from $60 
Sold to men accustomed to wearing 
the best, by fine stores throughout 
the country. Our brand names: 


Austin Leeds ana Groshire 
GROSSMAN CLOTHING CO. NEW YORK 


THE PALMS--- 


Competent Ethical Services For 
EXPECTANT MOTHERS 
OBSTETRICIAN ON buTY 


Correspondence tia 
Rates Reasonabie—Terms If Desirec 
ome Work Av. ailabl e 
Adoptions through Juvenile Court 


TE OR PHONE 


R 
14438 Calita. Nuys, Calif. 
STATE 0-0266 


SAVE on 


PROFESSIONAL STATIONERY 
AN® RECORD SUPPLIES 


ENVELOPES» 
* APPOINT 


PROFESSIONAL Ca CARDS 
Accurate, clean-cut letterpress 
work on highest quality materials. 
Satisfaction guaranteed 
COLWELL PUBLISHING co. 
236 UNIVERSITY AVE., CHAMPAIGN, ILLINOIS 


J.A.M.A., March 29, 1958 
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Residents in 


obstetrics and gynecology are chosen 


from 


THE CHICAGO MATERNITY CENTER 


offers Six-Month Assistont-Residency in Obstetrics to groduates of Class 
A medical schools who have completed a one-year general internship. 


this group. 


AMERICAN BOARD CREDIT 


Room, board and $75.00 monthly allowance. 


1336 Newberry Avenve Chicago 8, Illinois 


Nervous 


BATAVIA, 


BELLEVUE 
for 
Mental 


EDWARD ROSS, M.D., Medical Director 
PHONE: BATAVIA 1520 


ILLINOIS 


and 


PLACE 


Diseases 


FORT LAUDERDALE BEACH HOSPITAL 
125 N. BIRCH RD. 
FORT LAUDERDALE, FLORIDA 


A modern hospital for gen- 


eral medical care, 


with excel- 


lent diagnostic, therapeutic and 
rehabilitation facilities. 


Lovis L. Amato, M.D. 


Med. Dir. 


SECLUSION 


number of unfortunate girls. 
able. In certain cases work given to reduce 
expenses. Certified obstetrician in charge. 
All adoptions, if desired, are arranged thru & 
the juvenile court of K. C. Early entrance 
advised. All correspondence confidential. 


Grace Schroer, Supt. 
4911 E. 27th St.—K. C., Mo. 


r phone 


Rates reason- 


WA 3-3577 


1909 


FAIRMOUNT 


Private sanitarium for the care of a limited < 


MATERNITY 


COOK COUNTY 
GRADUATE SCHOOL OF 


Intensive Postgraduate Courses 


Starting Dates—Spring, 


SURGERY— 


Surgical Tec 


hnic, 


Treatment of Varicose Veins, 


Gallbladder Surgery, 


Surgery of H 


General Surgery, 
Fractures and Traumatic Surgery, Two 
Breast & Thyroid Surgery, One Week, May 5 


ernia, 


Two Weeks, 
Surgery of Colon and Rectum, One Week, April 
June 2 
Three 
Three Days, June 5 
Two Weeks, May 5: One Week, May 12 
Weeks, 


April 21, Ma 


May 5. 
ays, June 2 


GYNECOLOGY & OBSTETRICS— 


Office & Operative Gynecology, 
Approach to Pelvic 


Vagina 


General & Surgical Obstetrics, Two Weeks, May 5 


MEDICINE— 


Surgery, 


Two Weeks, 
One 


MEDICINE 


1958 


y 12 
7, May 5 


June 9 


April 14 


Week, April 28 


General Review Course, Two Weeks, May 12 
Electrocardiography, One Week Advanced Course, June 16 
Hematology. One Week, June 2 
Gastroenterology, Two Weeks, April 14 
PEDIATRICS— 
Two-Week Intensive Course, April 21 
Neuromuscular Diseases; Cerebral Palsy, Two Weeks, July 7 
DERMATOLOGY— 


Clinical & Dic 


RADIOLOGY— 


lactic Course, Tw 


o Weeks, May 5 


Diagnostic X-Ray, Two Weeks, April 28 
LROLOGY— 

IT wo-Week Intensive Course, April 14 

Cystoscopy, Ten-Day Practical Course, 


TEACHING 


FACULTY 


by Appointment 


ATTENDING STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 
707 South Wood Street, Chicago 12, Illinois 


Whats Hew In Medicine? 


Here is YOUR opportunity to see that your community gets, without charge, 


a monthly radio broadcast of the newest and best in medicine. 


This free service can be obtained from the Bureau of Health Education, AMA, Chicago 


in tk 


“HEALTH MAGAZINE OF THE AIR” 


based on 


{MA's Health Magazine 


1e 


Today's Health” 


produced and distributed jor you by the Bureau of Health Education 
of the American Medical Association 


released about the fijth day of each month from February through 


December, 1958, jor immediate broadcast by your local radio station 


featuring KRaltentbor and W. W. Ga«er. WH. D. 


Veteran newscaster and radio-TV commentator Director, Bureau of Health, Education, A. M. A. 


th 
Hydrocortisone 0. 3° and Special Coal Tar Extract 5% (TARBONIS® ) 
in a Greaseless Stainiess Vanishing Cream Base 


ft REED & CARNRICK / 
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Ta ] tar-steroid cream [TARCOR”™ was 


A NEW, MODIFIED CORTICOSTEROID MOLECULE WITHANTIALLERGIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


for your patients with 
= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
@ ARTHRITIC DISORDERS = DERMATOSES 


Squibb Triamcinolone 


Initial dosage: 8 to 20 mg. daily. After 2 to 7 days 
gradually reduce to maintenance levels. 

See package insert for specific dosages and precautions. 
1 mg. tablets, bottles of 50 and 500. 

4 mg. tablets, bottles of 30 and 100. 


Squibb Quality—the Priceless Ingredient 


‘KENACORT’ 18 A SQUIBB TRADEMARK 


¢ 
: 
well toléfated in asthma com- 
plicated by cardiac diséases;.- 
_-hypertension low salt diet 
= 


patients 
with 


colds 4 


appreciate the Novahistine LP effect 


because they get relief 
and 


this relief continues ” 


in a few minutes 


for as long as 12 hours 


after a single dose of 2 tablets 


Each tablet contains: 
Phenylephrine hydrochloride... ..20 mg. 
Chlorprophenpyridamine maleate 4 mg. 
Supplied in bottles of 50 tablets. 


PITMAN-MOORE COMPANY 
RT Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 
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now ... In soluble tablets, too! 


They taste delicious . . . dissolve readily in the mouth 


Tri-Vi-Sol® / Poly-Vi-Sol' Deca-Vi-Sol‘ 


3 basic vitamins 6 essential vitamins 10 significant vitamins 
drops tablets drops tablets drops tablets 
When you prescribe Tri-Vi-Sol, Poly-Vi-Sol or Deca-Vi-Sol be sure to specify 
form: drops or tablets. The ‘Vi-Sol’ tablets give you a new appealing dosage 
form for vitamin protection of children. Grownups will like them, too. 
Symbol of service in medicine 
Tri-Vi-Sol—vitamins A, D and C; Poly-Vi-Sol—vitamins A, D, C, B;, Bz and niacin; Deca-Vi-Sol—vitamins A, D, C, B), Bz, niacin, pyridoxine, panthenol, Bia, and biotin, 
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